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Medicine 


Present Status of Long-Term 
Anticoagulant Therapy 
Stefan A. Carter, M.D., M.Sc. (Man.) 

Anticoagulant therapy in the form of short 
courses has been used in the treatment of various 
conditions for over ten years. More recently anti- 


coagulants have been administered on a long-term _ 


basis and with encouraging results to patients 
having a tendency to recurrent thrombotic or 
embolic episodes. 

It is the purpose of this report to review the 
present status of long-term anticoagulant therapy. 
The first part sets forth indications for such treat- 
ment and the second discusses contraindications 
and various practical aspects. 

Part I 


The beneficial effect of anticoagulants in the 
treatment of acute myocardial infarction and 
venous thrombosis with and without pulmonary 
embolism is well established!.2. However, the 
indications for long-term therapy are less clearly 
defined. The fear of hemorrhagic complications 
and the nuisance of frequent determinations of 
prothrombin time have delayed the widespread use 
of anticoagulants on long-term basis. 

As a result, the experience is more limited than 
with short-term therapy, and the parallel, closely 
controlled series of treated and untreated patients 
are few. Yet, although the final evaluation of 
long-term anticoagulant treatment in a number of 
disease states for which it has been recommended 
has to be deferred, numerous reports concerning 
its effect in certain other conditions, notably in 
embolism associated with rheumatic heart disease, 
various types of cerebral vascular disease, myo- 
cardial infarction, and so on, are promising enough 
to warrant its use with the reasonable assurance 
of marked benefit in the majority of patients. 

1. Embolism associated with Rheumatic 

Heart Disease. 

Embolism accounts for 27 per cent of cardio- 
vascular deaths in rheumatic heart disease’. 
Furthermore, non-fatal episodes frequently result 
in serious disability due to the impaired function 
of the organs to which the blood supply has been 
diminished as a consequence of the embolism. This 
observation is well supported by the fact that 
about 50 per cent of clinically recognizable systemic 
emboli lodge in the brain3.4. Although many 
reports5-3 stressed the importance of atrial fibril- 
lation in embolism due to rheumatic heart disease, 
9 to 33 per cent of such patients have normal sinus 
rhythm4, 9-12, 


Numerous reports over the past ten years5-9. 13-15 
have indicated that the incidence of embolic 
phenomena decreases considerably when patients 
with embolism due to rheumatic heart disease are 
treated with anticoagulants. For example, Cosgriff? 
reported 117 episodes in 28 patients during a 
control period of 514 patient-months, compared to 
14 episodes during 625 patient-months of anti- 
coagulant therapy. In a series of 51 patients 
analyzed by McDevitt and coworkers® there were 
146 embolic episodes during 1747 patient-months 
when anticoagulants were not administered com- 
pared to 55 episodes during 1515 patient-months 
during the period of treatment with anticoagulants. 
A recent analysis'* of the benefit derived from 
anticoagulant treatment by individual patients 
rather than by groups revealed that about 80 per 
cent of patients with recurrent thromboembolism 
seemed to benefit. 

It is indicated, therefore, that all patients who 
have had two or more well-documented embolic 
episodes should be given long-term anticoagulant 
therapy at least until their hemodynamic status can 
be improved by the proper surgical procedure’’. 
Although mitral commissurotomy appears to re- 
duce the danger of recurrent embolism, more 
studies and longer periods of follow-up after 
operation are necessary before its value in the 
treatment of embolism can be finally evaluated. 

Whether all the patients who have had only 
one embolic episode should be put on long-term 
anticoagulant treatment is a more difficult question. 
The reports on the effect of anticoagulants in 
rheumatic heart disease deal usually with groups 
which are not representative, because they have 
shown a strong tendency to recurrent emboliza- 
tion. 7, 9.13.15, The report of Daley and associates* 
which deals with the natural history of embolic 
phenomena in rheumatic heart disease, indicates 
that 59 per cent of patients with systemic arterial 
embolism had suffered more than one episode and 
33 per cent of the survivors of the first episode 
eventually died of embolism. Moreover, this study 
did not incluude pulmonary embolism, which con- 
tributes extensively to the mortality and morbidity 
in rheumatic heart disease3:12, Therefore, it ap- 
pears that it might be justifiable to prescribe 
long-term anticoagulant treatment for all patients 
who have had one embolic episode. 

Yet, there are some indications that the ten- 
dency to recurrent embolism may be much less 
pronounced in younger rheumatics'*, or in those 
with less severe disease!®. More non-retrospective 
studies on the natural history of embolic pheno- 
mena in rheumatic heart disease or parallel series 
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of treated and untreated patients with one embolic 
episode are badly needed. The final decision as 
to the place of long-term anticoagulant therapy in 
the treatment of patients who have sustained only 
one embolic episode has to be deferred until reports 
of such studies become available. Even so, long- 
term therapy may not be indicated or feasible in 
some patients because of the relative medical 
contraindications, lack of co-operation, or the ab- 
sence of adequate laboratory facilities. 

A recent study’* has shown that the danger of 
recurrence is greatest immediately following an 
episode and decreases with time. The first six 
weeks are the most dangerous period and the re- 
currence rate changes little after the end of that 
period. Consequently, all patients with rheumatic 
heart disease who have had an embolic episode, 
whether considered to require long-term therapy 
or not, should be given anticoagulants for the six 
weeks following the episode. 

2. Myocardial Infarction 

A number of reports!3. 15, 20-22 in recent years 
have indicated that long-term anticoagulant 
therapy may have a beneficial effect in groups of 
patients with myocardial infarction by decreasing 
the mortality, the recurrence rate of further 
infarctions, and other thromboembolic episodes. 
These reports for the most part dealt with small 
or selected groups of patients. More recently, 
further reports have become available which seem 
to confirm the earlier impressions. Owren? re- 
ported mortality about 50 per cent lower than 
expected in 106 patients treated with anticoagu- 
lants on long-term basis following their first 
myocardial infarction. The average follow-up was 
three years. Keyes and coworkers?* found that 
the mortality was about one fourth as high in 
their treated series as in the control group of 
patients with myocardial infarction observed be- 
fore the advent of anticoagulant drugs. The effect 
was more pronounced in patients with recurrent 
infarction. Although suggestive, these reports are 
difficult to evaluate because of the lack of parallel 
control series. The study of Suzman and col- 
leagues? appears to be better controlled. He 
compared patients treated with anticoagulants only 
during the acute stage of their infarction with those 
in whom the therapy was continued on long-term 
basis. There was a lower mortality rate and 
decreased recurrence rate of subsequent myo- 
cardial infarctions in the group given long-term 
anticoagulant treatment. The differences were 
statistically significant and were more pronounced 
among patients who had sustained an infarction 
previously or whose attack was particularly severe. 
However, even this study was not ideally con- 
trolled, because the patients who were treated 
with anticoagulant drugs on a long-term basis were 
those who accepted this therapy, whereas the con- 
trol group rejected it, the selection thus being not 
properly random. Furthermore, frequent visits and 
close supervision by the physician in the patients 


treated on long-term basis may have had a bene- 
ficial effect quite apart from that of anticoagulants. 

The latter objection seems to be eliminated, 
however, by a recent report on more than 550 
patients followed for up to ten years by Man- 
chester?5. The control and treated groups were 
followed in identical fashion. All the patients 
attended the clinic and had blood tests at similar 
intervals except that the patients in the control 
group received a placebo instead of the anticoagu- 
lant drug. The occurrence of subsequent myo- 
cardial infarctions and various thrombo-embolic 
episodes was two to three times higher in the 
control group. The mortality from subsequent 
infarction or thromboembolism was about 20 per 
cent in the treated and approximately 50 per cent 
in the control group. Although the patients in the 
control group did not receive anticoagulant therapy 
even in the acute stage of their infarction, similar 
long-term effect was apparent when the treated 
group was compared with patients who discon- 
tinued anticoagulants after a variable period of 
time. 

The available evidence strongly suggests that 
long-term anticoagulant therapy improves prog- 
nosis in groups of patients with myocardial infarc- 
tion. It is particularly indicated in these patients 
who have had: 

1. Two or more well-documented myocardial 
infarctions. 

2. One myocardial infarction and one or more 
thrombotic or embolic episodes involving for 
example the brain, abdominal viscera, or the 
extremities. 

3. One myocardial infarction associated with 
complications which predispose to recurrent 
thromboembolism such as atrial fibrillation or 
congestive heart failure. 

4. One severe myocardial infarction. 

Patients who have had only one mild attack 
of myocardial infarction seem to benefit also. 
However, the results are less striking in this group. 
The decision in such cases will depend on the 
presence or absence of relative contraindications, 
economic factors, and the availability of facilities 
and personnel io follow large number of patients 
on long-term anticoagulant therapy. 

3. Cerebral Vascular Disease 

Most of the experience in the field of cerebral 
vascular disease has been reported by Wright and 
associates from the New York Hospital? 26.27 and 
Millikan and associates from the Mayo Clinic28-31. 
According to a recent report by the former group’ 
28 patients with cerebral thrombo-embolism as- 
sociated with arteriosclerotic or hypertensive heart 
disease or both sustained 17 episodes involving the 
brain during 648 patient-months without anticoagu- 
lant therapy, compared to four cerebral episodes 
during 501 patient-months of anticoagulant treat- 
ment. Thromboembolism in organs other than the 
brain, quite frequent in this group, was similarly 
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affected. Twelve of the 28 patients had sustained 
a myocardial infarction prior to the cerebral epi- 
sode, and the lower incidence of thrombo-embolism 
during anticoagulant treatment was apparent both 
among this number and among those without 
previous infarction. This suggests that anti- 
coagulant drugs are of benefit in the treatment of 
recurrent cerebral thrombosis as well as of re- 
current cerebral embolism. 

Millikan and associates reported in a series of 
papers28-31 on the anticoagulant treatment of inter- 
mittent insufficiency of the basilar-vertebral and 
internal carotid arterial systems and of thrombosis 
within the basilar-vertebral system. Although no 
parallel treated and control series are available in 
the case of transient ischemic episodes (“insuffici- 
ency” syndromes), the cessation of attacks in 172 out 
of 179 patients was in such striking temporal relation 
to the anticoagulant therapy that it is difficult to 
question its beneficial effect®®. Furthermore, the 
frequent finding of a laminated thrombus in the 
cases of basilar artery thrombosis, many of which 
go through recurrent ischemic episodes, strongly 
suggests that these episodes are due to recurrent 
thrombosis?*. 

In a series of 131 patients with thrombosis in 
the basilar arterial system, the mortality was 9 
per cent in the group treated with anticoagulants 
and 58 per cent in the control group, despite the 
fact that the control group consisted of patients 
with milder disease*®°. Anticoagulant treatment 
also seems to reduce mortality in the cases of 
progressive slow strokes?°. 

On the basis of the presently available evidence, 
long-term anticoagulant therapy seems indicated 
in the following conditions, as modified from 
Siekert, Millikan, and Shick31; 

1. Intermittent insufficiency of the basilar 
arterial system. 

2. Intermittent insufficiency of the internal 
carotid arterial system. 

3. Thrombosis within the basilar system. 

4. Recurrent cerebral embolism. 

5. Multiple cerebral thrombosis. 

6. Progressive slow strokes. 

4. Miscellaneous Conditions 

Long-term anticoagulant therapy has been 
recommended in other disease states and can be 
used with justification when there is a tendency 
to recurrent thrombo-embolism or progressive 
thrombosis. It may be of benefit in the following 
conditions which do‘ not include those previously 
discussed in detail. (The value of anticoagulant 
treatment is more questionable among the items 
placed toward the end.) 

1. Recurrent thrombophlebitis, especially if it 
recurs at frequent intervals32, 33, 

2. Retinal venous thrombosis%, 35, 


3. Multiple arterial occlusions, if it is believed 
that thrombosis or embolism is the cause33, 


4. Recurrent pulmonary embolism or throm- 
bosis without obvious source33, 36-38, 

5. Impending myocardial infarctions. 39, 

6. Recurrent thrombosis associated with poly- 
cythemia vera or sickle-cell disease*. 41, 

7. Severe congestive heart failure, if the 
patient’s activity is much restricted42. 43, 

8. Occlusive arterial disease of the extremities32. 

9. Pulseless Disease*4. 

Part II 
1. Contraindications 

Long-term anticoagulant therapy should not be 
undertaken if the physician is not familiar with 
various aspects and pitfalls of such treatment or 
if reliable laboratory facilities are not available. 

The lack of intelligence or co-operation on the 
part of the patient constitute another very impor- 
tant contraindication. The necessity for frequent 
readjustment of dosage and the potential danger 
inherent in the poorly controlled anticoagulant 
regimen make it mandatory that the patient be 
able to follow the instructions and that he return 
for determination of prothrombin time as often as 
may be necessary. 

From clinical point of view, definite contra- 
indications consist of evidence of bleeding in the 
cerebrospinal fluid, increased intracranial pressure, 
extreme hypertension, surgical and other trauma 
leaving large, open, raw surfaces, and exposure of 
the brain or spinal cord. Relative contraindica- 
tions include hepatic and renal disease, blood 
dyscrasias with bleeding tendency, and ulceration 
or malignancy in the gastrointestinal tract, genito- 
urinary tract or in other sites at which bleeding 
may be easily induced. 

Each patient must be evaluated individually 
before the start of treatment; and the seriousness 
of a relative contraindication, if present, must be 
weighed against the urgency of the indication. 

2. Indoctrination of the Patient 

The patient must be aware of the purpose of 
the treatment and must understand that the pro- 
tection against the recurrent thromboembolic epi- 
sodes exists only while he is taking the drug and 
that for this reason the treatment has to be 
continued indefinitely or until the danger of 
thromboembolism is no longer present. He should 
realize the significance and necessity of regular 
determinations of prothrombin time and readjust- 
ments of dosage. Finally, he should be told about 
the possibility of bleeding episodes and given the 
appropriate instructions. It is advisable that the 
patient carry at all times an identification card 
with his and his physician’s names and addresses. 
The card indicates that he is being treated with 
anticoagulants and that the physician must be 
notified if he should be involved in an accident. 

3. Choice of Drug 

The choice of drug should be governed largely 

by the experience of the physician. Most of the 
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oral anticoagulants available on the market can be 
used for long-term therapy, but largest experience 
probably has been with bishydroxycoumarin (Di- 
cumarol) and phenylindanedione (Danilone), both 
with good results. 3-(1 Phenylpropyl)-4 hydroxy- 
coumarin (Marcoumar) and coumadin (Warfarin), 
newer coumarin derivatives, also are proving very 
satisfactory. 

4. Initiation and maintenance of therapy 

It is convenient to start anticoagulant therapy 
in the hospital where daily determination of 
prothrombin time is possible. After a patient’s 
prothrombin time has been in the therapeutic 
range for a few days and the daily requirement 
can be gauged, he can be discharged. However, it 
is permissible to start the treatment in an out- 
patient clinic if the patient can report for blood 
test daily or every second day until steady pro- 
thrombin time levels are reached. 

Long-term anticoagulant therapy can be used 
only if reliable laboratory facilities are available. 
Although new tests for control of anticoagulant 
treatment, such as a capillary technique*® and a 
prothrombin and proconvertin test!+, have been 
proposed, the Quick’s one-stage “prothrombin 
time” continues to be used most widely because 
of its simplicity. The therapeutic range of pro- 
thrombin time agreed upon by most authorities 
amounts to from 1% to 2% times that of the control. 

The patient must return for determination of 
prothrombin time as often as necessary. If his 
prothrombin time after discharge is to be followed 
by a different laboratory, it is important to check 
whether the same thromboplastin is used in the 
two institutions. If it is not the same, the pro- 
thrombin times frequently will not correspond and 
proper adjustment will have to be made. Further- 
more, shortly after discharge from the hospital, 
prothrombin times tend to oscillate markedly, pos- 
sibly because of the change in the diet or activity 
of the patient. More frequent determination of 
prothrombin time may be necessary in this period. 

The dosage requirements and the ultimate 
frequency of the tests will vary from patient to 
patient and in the same patient from time to time, 
depending on the relative constancy of the re- 
sponse. In some patients weekly checks may be 
necessary, whereas those with more stable response 
may eventually need to report only every two 
to three weeks or occasionally at even greater 
intervals. 

Close records of patient’s prothrombin times 
and prescribed doses should be kept. The patient 
should be given a card on which the number of 
tablets to be taken each day is indicated and in- 
structed to check off each dose on the card. 

It is important to realize that a number of 
factors may modify the stability of prothrombin 
time. Those include infections, excessive intake 
of alcohol, administration of bowel-sterilizing anti- 
biotics, large amounts of salicylates, diarrhea, 


change in dietary habits, onset of congestive heart 
failure, shock, menstrual periods in an occasional 
patient, and others. Closer supervision and special 
precautions may be necessary in their presence. 
5. Discontinuation of anticoagulant therapy 

Special care is indicated whenever anticoagulant 
therapy is discontinued because of the danger of 
“rebound phenomenon.” It has been said that 
there may be a change in certain blood-clotting 
factors favoring thrombosis following discontinu- 
ation of anticoagulant treatment**. Also, it has 
been the impression of many clinicians that there 
is a tendency to recurrence of thrombo-embolism 
shortly after administration of anticoagulants is 
stopped‘’. 

Increased rate of recurrence of thrombo-embol- 
ism during the first six weeks after discontinuation 
of anticoagulant treatment has indeed been demon- 
strated in a recent study’*. The rate of recurrence 
may be as high or higher than that following a 
thrombo-embolic episode. For that reason it has 
been recommended that the dose of anticoagulant 
should be decreased by small fractions every few 
days over at least a two-week period?. 16 although 
there is as yet no evidence that such a procedure 
is of benefit. 

6. Surgical procedures and pregnancy during 
anticoagulant therapy. 

Anticoagulant therapy can be_ interrupted 
quickly and easily by administration of vitamin K, 
before dental extraction or other surgical pro- 
cedure. However, as indicated above, such an 
interruption is not without a significant risk. For 
that reason some groups48-50 recently have carried 
out dental and other surgical procedures including 
heart operations with success during continued 
anticoagulant treatment, having first lowered the 
prothrombin times to somewhat below the thera- 
peutic level (18-22 seconds, with control values of 
14-15 seconds). Meticulous attention to hemostasis 
is mandatory of course, in these cases. 

Many patients have been maintained on anti- 
coagulants during pregnancy in the Long-term 
Anticoagulant Clinic of the New York Hospital 
without complications. Although it may be ad- 
visable to take special care to avoid excessive 
prolongation of prothrombin time, pregnancy is 
not a contraindication to anticoagulant therapy. 
The prothrombin time is brought down to normal 
by administration of Vitamin K, at the onset of 
labor, and administration of anticoagulants is 
resumed 24 to 48 hours after delivery. Because 
coumarin derivatives are transmitted through milk, 
it is advisable that the patients on anticoagulant 
treatment not breast-feed their infants’. 

7. Complications 

Although side reactions such as diarrhea or 
allergic manifestations have been reported during 
anticoagulant therapy, they are quite rare*?; epi- 
sodes of bleeding constitute by far the most 
frequent complication. However, even this risk is 
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relatively small. In a series of 100 patients on long- 


term anticoagulant therapy analyzed by McDevitt 
and coworkers? 11 major and 51 minor hemorrhagic 
episodes occurred during a period of 211 patient- 
years. Owren!t reported 33 “more important” and 


50 


“trifling” episodes among 274 patients followed 


over a period of 670 patient-years. The experience 
of others has been similar?: 21. 24, 


Most episodes of bleeding can be controlled 


easily by simple omission of the drug. Small oral 
doses of vitamin K, (5-10 mg.) may be given if 
necessary, and will result in a prompt decrease of 
prothrombin time, usually within a few hours. 
Transfusion is necessary only in the presence of 
imminent shock, which is indeed a very rare 
occurrence. 


Owren!+ stressed the importance of close 


follow-up of the prothrombin time after omission 


of 


anticoagulants whether or not vitamin K, is 


given, because of the possibility of increased ten- 
dency to thrombosis when eameenaied time is 
suddenly reduced. 


Because bleeding occurs only rarely during 


anticoagulant therapy if the skin and mucous mem- 
branes are intact, its occurrence should bring to 
mind the possibility of an occult lesion, of which 
it may be the first manifestation’ 53, Proper in- 
vestigation for the presence of the possible lesion 
is indicated in all such cases. 


by administration of anticoagulants, 


Although menstrual flow usually is not affected 
in an oc- 


casional patient excessive flow in the absence of 
a lesion in the genital tract may necessitate a re- 
duction of anticoagulant dosage during the menses. 


1. 
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The Innocent Systolic Murmur 
E. G. Brownell, M.D. 


The badge of the medical profession is the 
stethoscope. This extremely useful tool, when 
properly used, will enable the physician to in- 
terpret correctly the significance of 85 per cent of 
heart murmurs. Such interpretation is of the 
utmost importance to the patient’s welfare. When 
a murmur signifies heart disease, this is of obvious 
importance in the management of that patient. 
It is of even greater import, on the other hand, 
when a murmur is insignificant, that a definite 
opinion to this effect be given to the patient. 

The fancy scientific electrical, catheter and dye 
studies now carried out in most cardiac diagnostic 
centres have certainly aided the medical profession 
in clarifying the significance of certain simple 
physical findings. However, they are rarely neces- 
sary in appraisal of heart murmurs. 

Murmurs may be classified, from an etiological 
point of view, as physiological (innocent) or 
pathological. Physiological murmurs occur in the 
absence of organic heart disease. Pathological 
murmurs may be further subdivided into those 
of extracardiac and those of intracardiac origin. 
An example of an extracardiac pathological mur- 
mur would be the murmur associated with anemia. 
Intracardiac murmurs are further divided into 
myocardial i.e. non-valvular, and valvular. Valvu- 
lar pathological murmurs may be acquired or of 
congenital origin. A non-valvular pathological 
murmur may be noted in the patient with hyper- 
tensive or atherosclerotic cardiovascular disease 
with heart failure who has a loud systolic murmur 
at the apex of the heart indicative of mitral in- 
sufficiency due to dilatation of the left ventricle. 

Such non-valvular intracardiac pathological 
murmurs as well as some of extracardiac origin 
are often referred to loosely as functional. The 
abuse of the term functional in employing it as a 
synonym for innocent — a common practice among 
present day clinicians — lends to further confusion 
and should be decried. The American Heart 
Association has recommended that the term inno- 
cent be used even in place of physiological. 

The other useful and standard classification of 
murmurs in practice is to divide them according 
to their time of occurrence in the cardiac cycle 
into systolic, diastolic and continuous. As a general 
rule, diastolic or continuous murmurs always 


signify the presence of organic heart disease. 
Therefore most of our difficulty in appraising the 
significance of murmurs lies with the systolic ones. 

The criteria of diagnosis of innocent systolic 
murmurs may be stated briefly as the presence of 
a mid-systolic murmur of short duration, of soft 
or moderate intensity, usually heard in the left 
parasternal line, in the absence of any other ab- 
normal findings on clinical electrocardiographic 
and radiological examination. 

Two main varieties of systolic murmurs may be 
recognized on phonocardiographic studies:—firstly 
an ejection murmur which is mid-systolic and due 
to flow of blood through the aortic or pulmonary 
valve; and secondly a regurgitant murmur which 
is pansystolic and due to mitral or tricuspid in- 
competence or ventricular septal defect. Faint 
ejection vibrations can be recorded at the base of 
the heart in most normal subjects. When these 
become audible, they probably represent the 
majority of innocent systolic murmurs. 

Innocent systolic murmurs are most frequent 
in children, tending to disappear as the child grows 
older. They are thought to be most commonly of 
pulmonary artery or aortic origin and are best in 
the pulmonary area in the pulmonary variety and 
at the left sternal edge, aortic area and apex in 
the aortic variety. Although innocent murmurs 
are less common in the adult, they are often 
apical in site in this age group and therefore more 
confusing. 

The mechanism of production of innocent 
systolic murmurs is thought to be a slight dis- 
proportion between the size of the normal valve 
orifice and the calibre of the vessel beyond giving 
rise to eddy currents, turbulence and cross currents 
and so an audible murmur. 

The innocent apical systolic murmur is probably 
mistaken most often for the murmur of mitral 
insufficiency. The parasternal or basal innocent 
murmur has to be differentiated from atrial and 
ventricular septal defect murmurs in particular. 

The two main points of differentiation between 
innocent and pathological murmurs are the dif- 
ference in timing and intensity between the two 
groups. 

Innocent murmurs are always short, usually 
mid-systolic but on occasion occurring in late 
systole. It must be noted here that the late systolic 
murmur may also be due to mitral insufficiency. 
In such cases phonocardiographic studies usually 
indicate that the murmur is longer than noted on 
auscultation and is not entirely confined to late 
systole. Innocent murmurs are never pansystolic. 

Innocent murmurs are usually of soft or 
moderate intensity. Using the grading classifica- 
tion of Dr. Samuel Levine, innocent murmurs are 
of Grade i or ii intensity, whereas pathological 
murmurs are Grade iii or louder. This division 
into gradations of intensity is based on a Grade i 
murmur being the faintest that is audible on the 
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most careful auscultation. A Grade vi murmur is 
the loudest that one can ever hear, being audible 
with the stethoscope away from the chest wall. 
The other four gradations fall in between these 
two extremes. 


Innocent murmurs will often vary with position 
and with respiration, particularly those in the 
pulmonary area. Innocent murmurs are often 
either not heard in the upright position, or are 
heard better in the supine than in the upright 
position. They are heard better in held expira- 
tion, often diminishing markedly or disappearing 
completely in held inspiration. Thrills never 
accompany innocent murmurs. Radiation of the 
murmur is not an important differential point. 
Although the innocent murmur of pulmonary 
origin is well localised, that of aortic origin is not 
and although most commonly maximal in the lower 
left parasternal area may be loudest anywhere 
over the precordium and heard in more than one 
area. 

The quality of the murmur is not really of vital 
import in the differential. Innocent murmurs 
are often described as grunting, groaning, musical 
or squeaking. Musical and squeaky murmurs are 
usually of aortic origin. Innocent murmurs are 
practically never harsh. 

It is high time that the fallacy that exercise 
will abolish an innocent murmur was corrected. 
Most innocent murmurs as well as most patho- 
logical murmurs increase in intensity with exercise. 
Therefore exercise is of no value in determining 
the significance of a murmur. 


Careful attention to the heart sounds may be 
invaluable in diagnosing a systolic murmur. An 
extremely loud first heart sound suggests mitral 
stenosis or hyperthyroidism, bearing in mind that 
excitement with tachycardia can accentuate the 
first heart sound in a normal heart. A very quiet 
or muffled first heart sound in the presence of an 
apical systolic murmur suggests the murmur of 
mitral incompetence rather than an innocent mur- 
mur. A pulmonary second sound which is well 
split and fixed, i.e. the normal increase in splitting 
with inspiration does not occur—suggests organic 
heart disease especially an atrial septal defect. 

If doubt exists in the examiner’s mind as to the 
significance of a systolic murmur, heart fluoro- 
scopy and electrocardiographic studies should be 
carried out. In the normal heart with an innocent 
murmur, no abnormalities will be noted with these 
Studies. 

When a firm diagnosis of innocent systolic 
murmur has been established, one is faced with 
the problem of what to tell the patient or the 
parents. It is debatable whether or not a patient 
should be told about a murmur which is deemed 
to be innocent and without pathological signifi- 
cance. If the physician could be sure that all 
other physicians who might examine the patient 
during his lifetime would not mention the murmur, 


it would probably be better not to tell the patient 
of the existence of the murmur. However, since 
the physician cannot be sure of this, the wisest 
course in most cases is to tell the patient about the 
murmur, at the same time explaining positively 
that it has no pathological significance. 

One final plea — if doubt exists as to the 
significance of the murmur after thorough exam- 
ination including x-ray and electrocardiograph, it 
is far better to regard the murmur as innocent 
rather than to be indecisive and run the risk of 
branding a child or adult as having serious heart 
disease and possibly making that patient a perma- 
nent cardiac invalid. Iatrogenic heart disease is 
far more destructive and dangerous than an un- 
diagnosed mild mitral stenosis or atrial septal 
defect. 

Remember that the heart should be considered 
innocent until proven guilty. 


Increments in Intestinal Information 
J. H. Martin, M.D. 


At the onset of a review of this nature, one 
should restate the obvious. The entire literature 
has not been covered, space restrictions make the 
reporting sketchy, and no colossal developments to 
compare with Sputnik have emerged. Yet, perhaps 
one “trend” is worthy of emphasis. Intestinal 
diseases must be considered as affecting the body 
in its entirety. All nutrients enter the body 
through the alimentary canal and diseases of the 
latter produce widespread effects. This is exem- 
plified by two issues of the new series of the 
American Journal of Digestive Diseases being 
devoted to blood-bowel relationships. William 
Crosby, the editor, points out that cells of both 
live a definite period of time and are continually 
replaced; iron absorption is carried on by the 
intestinal mucosa, but is probably controlled by 
blood levels; iron is needed for the proliferating 
mucosa; in anemia the tongue is sore; “macropha- 
ges” are found in the gastric mucosa in pernicious 
anemia; there are abdominal crises in hemolytic 
disease. We could add the relationship of carcinoid 
tumors to circulatory disorders, the dwarfism of 
sprue, body alopecia of cirrhosis, diarrhoea of 
Graves’ disease, and the psychogenic dyspepsias 
and colitides as some of the many examples. 

The Esophagus 

The greatest interest in this organ at present 
seems to be centered on its distal end. That there 
is a sphincter mechanism which normally keeps 
our stomach contents in place seems obvious. The 
importance of anatomical features at this site re- 
ceives varied emphasis. Fyke, Code and Schlegal! 
by means of pressure studies, have again revived 
the possibility of an intrinsic sphincter mechanism 
in the esophagus itself. Texter2 suggests that low 
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deglutition pressures in this area have a physio- 
logical basis only. The importance of many pro- 
posed factors is still not clear. There is much 
disease and confusion in this small portion of the 
bowel. 

Winkelstein? has helped to clarify the concept 
and direct therapy of “reflux esophagitis.” He 
points out that there are three distinct and different 
processes: (1) marginal peptic ulceration almost 
always associated with hiatus hernia, the ulcera- 
tion involving a short segment, and best treated 
surgically; (2) peptic esophagitis almost always 
associated with a duodenal ulcer, involving a long 
stretch of esophagus and best treated medically 
plus dilatations; (3) solitary peptic ulcer (Barrett’s) 
occurring in ectopic columnar epithelium, usually 
single, frequently bleeding or perforating and re- 
quiring surgical treatment. While there is occa- 
sional overlap, these three usually exist as distinct 
clinical entities. 

The Stomach 

When the exact mechanism of formation of 
hydrochloric acid has been determined, it should 
be possible to interrupt some step and prevent and 
cure peptic ulceration. While this is far from 
complete, Janowitz and Hollander are closing some 
of the gaps in their theory of membrane hydrolysis 
at the intracellular canaliculus. Carbonic anhy- 
drase certainly performs important enzymatic 
activities, but anhydrase inhibitors must be used 
in amounts which produce a profound metabolic 
upset before gastric secretion is influenced. 

A reliable method of tubeless gastric analysis 
has been evaluated by Bolt 4. Diagnex Improved 
contains a cation exchange resin which is displaced 
by gastric acid and appears in the urine. The test 
may be carried out by the patient at home and 
gives very few false results. Of course the test is 
not quantitative, but the reviewer wonders whether 
the columns of figures obtained in the usual 
analysis are really of any value in understanding 
the patient’s illness. 

Medical and surgical attempts to eliminate or 
cut down acid secretion continue with varied suc- 
cess. The list of drugs aimed at blocking the vagus 
is ever-lengthening, and the permutations and 
combinations of antacids are approaching the 
mathematical limit without any conclusive im- 
provement in therapeutic results. 

Levin, Clayman, Palmer and Kirsner5 maintain 
their enthusiasm for gastric irradiation as an adjunct 
to ulcer therapy in debilitated patients. They reduced 
the recurrence rate per 100 patient years from 102 
to 17. In the follow-up twenty-six !!! died of 
cancer, six of stomach and pancreas. Brown® has 
used Cobalt-60 because of its greater ease of direc- 
tion and control and reports satisfactory results. 
There is no long-term follow-up. 

It has long been known that the gastric antrum 
produced a hormone, Gastrin, which stimulates the 
production of HC1. On this basis, it was theorized 


that any ulcer operation on the stomach must 
remove this portion of the organ. Now it has been 
shown by Dragstedt and others that the antrum 
elaborates a very important factor in the protection 
against peptic ulceration. Should it be taken out 
or left in? 

At times, nature produces an experiment which 
points the way to further experimentation. 
Ellison? presents five cases of his own and reviews 
the literature on Ulcerogenic Tumor of the 
Pancreas — a noninsulin producing islet cell 
tumor associated with fulminating peptic ulcera- 
tion. Many died of ulcer or its complications in 
spite of adequate ulcer surgery and were only 
cured by removal of the tumors on the pancreas. 
All were associated with hypersecretion of acid, 
some of fantastic amounts. The stimulus of this 
hypersecretion remains undiscovered. 

Since pernicious anemia is primarily a disease 
of the stomach, it is not surprising to find changes 
in morphology in gastric epithelium. Graham in 
1954 showed the presence of large cells with giant 
nuclei in the gastric washings and suggested that 
they resulted from changes in enzyme systems. 
However Grable’ points out that large cells are 
also found in the washings of gastric carcinoma, 
a disease statistically increased in pernicious 
anemia. Are these gastric “megaloblasts” pre- 
malignant? This, as well as the more practical 
problem of confusion in diagnosis are raised by 
Grable’s observation. 

Small Intestine 

In the study of malabsorption syndromes, the 
desire to quantitate absorption has produced 
several new ways of measuring the amount of a 
given substance to pass the mucosal barrier. 
Wenger, Kirsner and Palmer? have compared 
plasma carotene (provitamin A) levels with fecal 
fat and fat balance studies (difficult and distaste- 
ful) and found excellent correlation. Benson10 has 
used d-xylose which does not undergo selective 
absorption, is unaltered in the liver, and is ex- 
creted in a constant proportion. They determined 
both blood and urine values. The reviewer has 
found the test of value in a limited number of 
studies. 

The use of radioactive tracers would seem an 
obvious method of studying absorption. At least 
four studies have been published by Ruffin!! 
Beres12, McKenna!3 and Shingletonl4. They have 
used [131 labelled fats or oils and measured plasma 
and fecal levels. These methods show great promise 
but, as has been pointed out, do not pinpoint the 
site or nature of the defect. 

Intestinal polyposis with mucocutaneous 
melanin pigmentation (Peutz-Jeghers) continues to 
delight the eye, and a number of reports showing 
the familial tendency and malignant potentiality 
of the polyps have appeared. Carcinoid tumors are 

« seemingly discovered with increasing frequency. 
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Apparently hepatic metastases are necessary be- 
fore 5-hydroxytryptamine effects are noted. Re- 
gional enteritis has been shown to involve the 
bowel as high as the stomach and duodenum. 
Ionizing radiation produces a copious bloody diarr- 
hoea in animals, appearing on the third to fifth 
day. This is invariably fatal despite energetic 
treatment — a sobering thought in these troubled 
days. 

The Colon 

Perhaps the reviewer missed it, but very little 
new seems to have appeared about this important 
organ. The existence of a viral entero-colitis 
seems fairly well established. Ulcerative colitis is 
treated with and without surgery, with and with- 
out corticoids, with and without psychotherapy 
and with conflicting results. While perhaps not a 
fundamental advance, it is interesting to find out 
that the urge to defecate, as shown by Roth!5 is 
not due to rectal distention but rather to waves of 
rectal contraction. 

The Liver 

The old controversy as to the nature and signi- 
ficance of direct and indirect reacting bilirubin 
(vanden Berg) has seen new light. In this con- 
nection the names of Billing, Lathe and Schmid 
must be mentioned. The problem is well sum- 
marized by Kramer!6, Protein acts simply as a 
vehicle and the role of the addition of alcohol, still 
unknown, is not that of separating off the protein. 
Pigment which has been acted upon by the liver 
is not “free” as supposed, but rather conjugated 
with glycuronic acid, a long-known function of the 
hepatic cell. 

The increased appearance of certain cellular 
enzymes in the serum and other fluids in disease 
states delights the biochemist. Certainly in liver 
disease, various transaminases are found in in- 
creased amounts. Still, one must agree with the 
comments of Ingelfinger!7 who doubts any ad- 
vantage over established tests. He quotes the 
problem of the small laboratory: “We are devoting 
so much money and personnel to doing tran- 
saminase tests that routine urines and bloods are 
harder to get and more inaccurate than ever.” 

The need for a method of measuring levels of 
portal venous pressure without opening the abdo- 


Tro of 


men has brought forth a number of tests of doubt- 
ful accuracy. Occlusive hepatic venous catheteri- 
zation would seem to be a reasonably reliable and 
safe method. The procedure has been variously 
improved by Sherlock, Krook, Reynolds and others. 
Of special interest are reports by Taylor and 
Myers!8 and a fine summary of the problem by 
Sherkow!19. Resembling measurement of pulmo- 
nary hypertension by means of “wedge” pressures, 
it should prove of real value in the selection of 
patients for surgical shunting procedures. 

The mechanism and treatment of hepatic coma 
continues to be a fascinating problem. The role of 
circulating ammonia or like substances is still 
incompletely elucidated and one can only refer 
those interested to an excellent review by Mc- 
Dermott20. As to treatment, corticoids, L-glutamic 
acid and L-arginine have their protagonists and 
antagonists. 


The Pancreas 

This organ continues to lie hidden against the 
posterior wall of our abdominal cavity, almost un- 
affected by our attempts to diagnose or treat its 
ailments. Enzyme studies of duodenal secretions 
or serum levels have been shown as next to useless 
in the detection of chronic disease in any but its 
late stages. There has been renewed interest in 
serum trypsin with some promise but much clari- 
fication is still required. Treatment of chronic 
inflammation and neoplasm is grossly unsatisfac- 
tory. On this doleful note the reviewer must close. 
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Diagnosis of Rheumatic Fever 
Harry Medovy, M.D. 
Professor of Pediatrics, University of Manitoba 

Two years ago, the Health Department of 
the City of Winnipeg inaugurated a vrogram of 
assistance for prophylaxis of Rheumatic Fever. To 
date, some sixty school children receive one oral 
penicillin tablet daily without charge, under this 
scheme. Through the co-operation of the Depart- 
ment of Health and Public Welfare, this program 
has now become province wide, with oral penicillin 
being provided free or at cost for some eighty-six 
rural children. 

It would thus appear that some one hundred 
and fifty Manitoba children are regarded by their 
physicians as having had Rheumatic infection and 
therefore belong in the 3% of our population who 
are liable to recurrence if the H. Streptococcus 
lodges in their nasopharynx. 

Review of the case histories submitted by 
physicians on behalf of their patients, indicates 
that it is not always easy to be sure of the correct- 
ness of diagnosis. This has been the experience cf 
every conscientious physician. It is easy to recog- 
nize the typical case — fever, swelling and tender- 
ness of many joints, an erythematous urticarial 
eruption, a greatly elevated sedimentation rate, 
with clinically obvious evidence of heart involve- 
ment as shown by enlargement, the presence of 
persistent valvular murmurs, and conduction ab- 
normalities. Recovery after six to twelve weeks 
may be followed by recurrences or by repeated 
sore throats and epistaxis and persistence of ab- 
normal heart findings. In many instances, recovery 
may be almost complete with a slight cardiac mur- 
mur or even with no murmur persisting after 
convalescence is complete. The physician who first 
sees the patient, when little or no evidence of 
rheumatic disease remains, must rely on the history 
of the acute illness. Where this information is 
adequate, there is no difficulty in making the 
diagnosis. In sixty-three out of eighty-six sub- 
missions from rural physicians, the history and 
findings were typical of rheumatic disease. 

What if the illness is not typical? Since we do 
not have a specific laboratory test, there may be 
real difficulty in being sure that a patient has had 
rheumatic infection. Great care must be taken in 
arriving at a diagnosis. With our present know- 
ledge, a diagnosis of rheumatic disease calls for 
the institution of an expensive prophylactic pro- 
gram for the patient which needs to be continued 
for many years. On the other hand, if a diagnosis 
of rheumatic disease is overlooked, a patient muy 
be exposed to the risk of recurrence of disease with 
serious consequences. The problem is to avoid 
underdiagnosis and overdiagnosis. 


Pediatrics 


To help solve the problem, the late Dr. T. 
Duckett Jones, in 1944, published criteria for the 
diagnosis of rheumatic fever. These criteria as 
modified by himself shortly before his death, are 
listed in Table I: 


Table I 
- Jones Criteria (Modified) for Guidance 
in the Diagnosis of Rheumatic Fever 


Major Criteria 

1. Carditis 

2. Polyarthritis 

3. Chorea 

4. Subcutaneous nodules 

5. Erythema Marginatum 
Minor Criteria 
. Fever 
. Arthralgia 
. Prolonged P-R Interval in the ECG. 

. Increased ESR, WBC, or presence of 
C-reactive protein. 

5. Preceding Beta-hemolytic streptococcal 

infection (Antistreptolysin titre). 

6. Previous rheumatic fever or inactive 

rheumatic heart disease. 

The presence of two major criteria or one major 
and two minor criteria indicates a high probability 
of the presence of rheumatic fever. In addition to 
the major and minor criteria to be used in the 
recommended formula, other manifestations have 
been listed which may be used to support the 
diagnosis. These criteria are not meant to substi- 
tute for the wisdom and judgment of the clinician. 
They are designed only to guide him toward a 
diagnosis of the disease with the suggestion that he 
follow carefully all questionable cases and restrict 
the diagnosis of rheumatic fever to illnesses which 
meet acceptable criteria. 

There are combinations of these diagnostic 
criteria which occur in the presence of other ill- 
nesses which must be ruled out before a definitive 
diagnosis is made. One combination in particular 
—polyarthritis, fever, and elevated sedimentation 
rate — is the weakest of all combinations of major 
and minor criteria. Diseases to be ruled out include 
rheumatoid arthritis, gonococcal arthritis, lupus 
erythematosus disseminata, subacute bacterial 
endocarditis, nonspecific pericarditis with effusion, 
leukemia, sickle cell anemia, serum sickness (in- 
cluding manifestations of penicillin sensitivity), 
tuberculosis, poliomyelitis, undulant: fever, and 
septicemias, particularly meningococcemia. 

Difficulties may arise in the interpretation of 
heart murmurs, aches in the limbs, undiagnosed 
fever and swellings of the joints. 

One must learn to tell an innocent murmur 
from an organic one*. 


*See article by Dr. BE. T. Brownell in this issue. 
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“Aches in the limbs” may be due to a variety 
of factors. This author believes that leg aches, 
occurring in children aged 3-10 years, usually at 
night, relieved by rubbing or a mild analgesic, and 
unaccompanied by fever or other symptoms, are 
not rheumatic in origin, even though the actual 
mechanism which produces them is not clear. They 
may be “growing pains” or “muscle fatigue” pains. 
The sedimentation rate is nearly always normal, 
general examination negative, and the child has no 
complaints of tiredness or discomfort during the 
day. 

The occurrence of unexplained fever in a child 
often leads to a diagnosis of rheumatic infection 
which has little to support it. It is in such circum- 
stances that Jones’ criteria are helpful. There 
should be reasonable support for a diagnosis of 
rheumatic fever before one labels a child with this 
diagnosis and commits him to a lifetime of obser- 
vation and prophylactic care. 

The laboratory may be of real help even in 
the absence of a specific diagnostic test. The sedi- 
mentation test, while non-specific in nature, may 
be helpful in a doubtful case. In a mild, borderline 
type of case, the presence of an excessively raised 
sedimentation rate, 50 mms. per hr. and higher 
should raise suspicion. Combined with the vague 
migratory pains, low grade fever and a doubtful 
initial murmur, it adds considerable weight to the 
possibility that rheumatic infection is the correct 
diagnosis. 


Acute Appendicitis in Children 
Under Three Years of Age* 
C. W. Clark, M.D. and W. Zingg, M.D. 


Acute appendicitis in infancy and the first three 
years of life is still, even in this antibiotic age, a 
dangerous disease in which diagnosis is difficult 
and often late, and the proper timing of surgical 
intervention presents a serious problem. 

During the past twelve years (1945-1956) 119 
cases, diagnosed as acute appendicitis in the three 
years and under age group, were admitted to the 
Winnipeg Children’s Hospital. The first 50 cases, 
admitted between 1945 and 1949, were analyzed by 
the senior author and presented at a postgraduate 
course in 1950 in Winnipeg. Of the 119 cases, 44 
had pathologically normal appendices although 
some at operation were kinked or partially ob- 
structed by bands and in eight cases the mesenteric 
lymph nodes were found to be enlarged. Seven 
cases were diagnosed as subsided appendicitis and 
discharged without operation. 68 cases of patho- 
logically proven acute appendicitis were present in 
the series, and these form the basis for this paper. 


From the Departments of Surgery of the Universi if 
Manitoba and the Childrens Hospital, W. Winnipeg. 


Surgery 


The Antistreptolysin O titre, when it is defin- 
itely elevated (over 250), furnishes evidence of 
streptococcal infection. It can be a useful test, 
especially if a repeat test within a week, indicates 
arising titre. Titres of 800 or higher are commonly 
found in children suffering from streptococcal dis- 
ease. A normal titre lessens greatly the likelihood 
that rheumatic fever is the correct diagnosis. 


The C-Reactive Protein, one of the “acute phase 
proteins or reactants,” increased in amount during 
the acute phase of a number of diseases, is a non- 
specific test, more helpful as a guide to adequate 
treatment than to diagnosis, is raised in much the 
same way as the sedimentation rate and adds to 
the weight of evidence in a doubtful case. A 
negative test is very much against the diagnosis 
being correct. 


Summary 

. The diagnosis of acute rheumatic fever should 
present no difficulty in most cases. In borderline 
cases, careful history, physical examination, the use 
of laboratory aids and a knowledge of the major 
and minor criteria for diagnosis as suggested by 
Jones will usually help to finalize the diagnosis. 
A careful history of the original illness aided by 
a review of the hospital chart when possible, will 
help the physician make a diagnosis and plan future 
care in those cases where the only finding is a 
cardiac murmur, suggestive of a healed, inactive 
valvulitis. 


While this review was in preparation, a large series 
was reported from the Royal Hospital for Sick 
Children in Edinburgh'. The present findings are 
compared with this report, and in regard to some 
aspects, the group prior to 1950 will also be com- 
pared with the group treated after 1950. 

Age Incidence: The youngest patient was ten 
months old, the oldest three years. Acute appendi- 
citis is rare during the first years of life. Only two 
patients were below the age of one and 13 between 
one and two. One of the two infants did not have 
diarrhea and vomiting, which are supposed to be 
typical findings?. 

Duration of Symptoms: In the 1945-1949 group 
eighteen cases (of 30) had symptoms for more than 
48 hours prior to admission, and in all but two of 
these peritonitis was present. In the 1950-1956 
group eight cases (of 38) had symptoms for more 
than 48 hours; peritonitis was found in seven. 

Abdominal pain or crying as if in pain was 
present in all cases. In these small patients it is 
often impossible to assess accurately the site of 
pain. In the Edinburgh series pain was also noted 
in all cases. 

Vomiting was a frequent symptom; it was 
recorded in 57 of the 68 patients. Coffee ground 
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vomitus occurred in two cases and, incidentally, 

both these cases recovered after surgery. Expressed 

as a percentage, vomiting was present in 84%. An 

incidence of 80% was reported from Edinburgh. 
Physical Examination 

The difficulties of examination in these young 
patients have been admirably described by Potts’. 
The routine of starting with the head, gagging the 
patient with a tongue depressor, frightening him 
with an auroscope and clapping a cold stethoscope 
on his chest starts the child crying, and he tenses 
his abdominal muscles so that the proper abdominal 
examination is impossible. The doctor should sit 
down quietly beside the child, attempt to gain his 
confidence and make all movements slowly. 

Inspection: The general appearance of the child 
is important. The status of hydration should be 
assessed. Playing alae nasi may point towards 
pneumonia. In the presence of rapid respiration 
with free movements of the abdomen a lesion above 
the diaphragm is suspected, whereas grunting 
respirations with restricted or absent abdominal 
movements makes the diagnosis of peritonitis 
probable. Distension or an abdominal mass may 
be noted. 

Palpation: Gentle superficial examination of 
the abdomen with a warm hand may reveal ten- 
derness at one site, often over the right lower 
quadrant. This area is then avoided until the 
rest of the abdomen has been examined by deep 
palpation. Tenderness over the site of the appendix, 
elicited by very gentle percussion, is a useful sign 
of appendicitis with peritoneal irritation. 

Auscultation: The use of the stethoscope in 
examining an acute abdomen should not be 
forgotten. Occasionally the diagnosis of acute 
mechanical intestinal obstruction has been made 
based on the findings of pain, vomiting, constipa- 
tion, distension and dilated loops of small bowel 
with fluids levels in the x-ray film. The presence 
of fever, leucocytosis and the absence of bowel 
sounds make the diagnosis of paralytic ileus secon- 
dary to peritonitis more likely. 

Rectal Examination should be performed last. 
Most children cry or complain of pain on rectal 
examination. Only if a definite tenderness at one 
spot or a mass can be felt is the examination of 
much value. 

Fever was present in all cases, ranging from 99° 
to 106°. A temperature below 100° was excep- 
tional. The average temperature in the patients 
without peritonitis was approximately 101°, in the 
patients with peritonitis 102°. 

No significant difference has been found between 
the signs and symptoms reported in this series as 
compared with the report from Edinburgh. In the 
group of patients whose diagnosis was not con- 
firmed it appears noteworthy that only 50% had 
a history of vomiting, as compared with 80% and 
84% in the other groups. Anorexia was present 
only half as often as in the cases with appendicitis. 


Laboratory Investigations 

A white blood cell count and a urinalysis have 
been done in all cases. 

Leucocytosis: The white blood cell count varied 
between 6,000 and 25,700. The majority of the 
patients showed a white count of over 12,000. No 
definite correlation was detected between leuco- 
cytosis and temperature and the findings at 
operation. 

Urinary Findings: About half of the patients 
were found to have leucocytes in the urine. 

It does not appear that laboratory tests have 
been of much help in establishing the diagnosis. 
Even in a hospital with modern laboratory facilities 
the diagnosis of acute appendicitis has to be made 
on the basis of history and physical examination. 

This does not mean, however, that a few simple 
investigations should not be carried out. As a 
matter of fact, a temperature reading, white cell 
count and urinalysis are indispensable. Although 
not very helpful in establishing a diagnosis of acute 
appendicitis, these tests nevertheless may bring 
the presence of another disease to the physician’s 
attention. 

A very high temperature may suggest a primary 
peritonitis. Especially if the abdominal symptoms 
develop after a respiratory infection, this possibility 
has to be kept in mind and supportive therapy with 
heavy doses of antibiotics is indicated. In another 
patient a high leucocytosis (together with a high 
temperature) may be a sign of a pneumonic process 
in the right lower lobe. Physical signs in the chest 
may be minimal, but a chest x-ray is definitely 
indicated under these circumstances. In the urine 
the presence of a few leucocytes is not helpful. The 
discovery of pus should lead to further investiga- 
tion of the right kidney. Another test is equally 
important and often neglected: the examination of 
the urine specimen for bile. An early hepatitis can 
give the symptoms of an acute appendicitis. Before 
jaundice is detectable, bile is present in the urine. 
It would appear advisable to include a test for bile 
in the routine urinalysis in all cases of suspected 
acute appendicitis. Operations on patients suf- 
fering from hepatitis should be avoided. 

Perforation 

Perforation of the appendix appears to occur 
more often in young children than in adults. This 
has been explained by assuming that operation 
may be delayed due to difficulties in diagnosis‘. 
It has also been stated that the course of acute 
appendicitis is more rapid in children®. In order 
to investigate this point further, it was attempted 
to determine the average duration of the disease 
before operation, in cases with perforation and 
without perforation, and to compare the two values. 
This turned out to be impossible on the basis of 
the available records. In a number of patients 
discharged with the final diagnosis of perforated 
acute appendicitis a careful study of the operative 
notes and of the histological report showed that 
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the diagnosis of perforation was based on the 
presence of exudate at operation. Sometimes the 
description suggested an early sterile exudate 
rather than an exudate due to perforation. There- 
fore, the cases admitted during the years 1950-1956 
were divided into two groups according to the 
pathological findings only, gangrenous appendicitis 
and non-gangrenous appendicitis. No difference in 
the length of history between these two groups 
was found. This observation, together with the 
finding of a typical gangrenous appendicitis only 
14 hours after the onset of symptoms, suggests that 
delay in diagnosis and operation cannot explain 
the frequency of perforation in childhood. 
Treatment 

The treatment of acute appendicitis is appendec- 
tomy at the earliest possible moment. The old 
rule of conservative treatment in cases where 
symptoms have been present for more than 48 
hours should be abandoned. Children do not 
localize their peritonitis as well as adults. Even in 
cases of general peritonitis with a high fever, dis- 
tension, coffee ground vomitus, a pulse of 160 and 
cyanosis, appendectomy should be performed after 
a few hours’ preparation with nasal suction, cor- 
rection of fluid and electrolyte balance, blood 
transfusion and antibiotics. 

Conservative treatment is advocated, however, 
in the cases where an abdominal mass has been 
formed. They should be watched very carefully. 
In some the mass will develop into an abscess. If 
the abscess is increasing in size, drainage must be 
performed before the abscess ruptures into the 
peritoneum. The best time for drainage would 
appear to be about the 10th to 12th day. Abdominal 
drainage should be done over the greatest promi- 
nence of the mass and great care should be taken 
to avoid opening into the general peritoneal cavity. 
An occasional case may be drained per rectum, but 
only when there is definite bulging and fluctuation 
in the abscess as felt through the rectum. 

The appendectomy is performed routinely 
through a McBurney incision. In this age group 
there is very little room between the lateral edge 
of the rectus muscle and the anterior superior 
spine. The incision should be placed no further 
medially than one inch from the spine or there is 
danger of opening the rectus sheath. 

Complications and Deaths 

Five patients died, making a death rate of 7%. 
Four deaths occurred between 1945 and 1949 and 
only one after 1950. This might be due to better 
pre- and post-operative care and the availability 
of antibiotics. It will be recalled, however, that 
the average duration of symptoms was less in the 
later group and the decreased mortality might be 
attributable to earlier diagnosis. 

These five cases are of considerable interest and 
a few details are reported. Two patients died 
within twelve hours of admission, no operation 
being done. Both were under two years of age 


and both had general peritonitis, one due to a 
ruptured appendix and the other due to a gangren- 
ous appendix which was unruptured. 

Two other deaths occurred in patients under 
observation in the hospital. One patient, age 22 
months, was admitted with a history of vomiting 
and pain for 48 hours. The leucocyte count was 
26,000, temperature 101°. The child had an upper 
respiratory infection and had only deep right-sided 
abdominal tenderness. Suddenly, on the fourth 
day after admission, the temperature jumped to 
105°, the pulse to 160 and the respirations to 70. 
At operation, a ruptured appendix and peritonitis 
were found. The child died four days later. 

Another two year old child was admitted with 
an eight day history of abdominal pain and vomit- 
ing. A mass was present in the left lower quadrant, 
the leucocyte count was 22,600 and the temperature 
101°. On the third day following admission the 
child suddenly became acutely ill, the mass dis- 
appeared, the temperature jumped to 105° and 
the child died in a short time. At post mortem a 
ruptured appendiceal abscess behind the sigmoid 
was found with general peritonitis. The abscess 
had ruptured into the peritoneal cavity, flooding it 
with infective material. 

The only patient who died after 1950 was a 
20-months old patient who was transferred from 
another hospital in critical condition. She had 
been admitted four weeks prior to the transfer as 
a bronchopneumonia. Later, abdominal distension 
was noted and pus was drained from the abdomen. 
In this hospital the little patient appeared to 
improve at first with supportive therapy after 
correction of electrolyte balance. However, a 
pumonary atelectasis developed, the child was 
bronchoscoped and died on her fourth hospital day. 
The post mortem diagnosis was ruptured appendix, 
generalized peritonitis, atelectasis. 

This brief review indicates that appendicitis in 
young children is a dangerous disease. All five 
deaths occurred in the second year of life; the 
youngest patient was 17 months, the oldest two 
years old. As stated previously, the mortality in the 
whole group was 7%. Thirteen patients were be- 
tween 12 and 24 months old and five of them died, 
a mortality rate of 38% during the second year of 
life. 

This observation merits further discussion. 
Acute appendicitis during the first year of life is 
rare; only two infants are reported in this series 
and both survived. For obvious reasons the 
diagnosis is difficult. In the second year of life 
appendicitis occurs more frequently but many of 
the difficulties in diagnosis are the same, especially 
if the abdominal disease is complicated by a 
respiratory infection. This might be a partial 
explanation of the high mortality during the second 
year. 

Post-operative complications did not present a 
problem. Although a few patients ran a febrile 


8 
d 
1e 
lo 
at 
ts 
re 
Ss. 
le 
n. 
le 
a 
ll 
h 
le 
1S 
y 
h 
‘ 
h 
3S 
st 
y 
e 
e 
y 
of 
n 
e 
le 
d 
f. 
ir 
is 
n 
4, 
e 
d 
e 
d 
S, 
of 
is 
d 
e 
at 


The Manitoba Medical Review 


(February, 1958 


course following the operation and in some of them 
an intra-abdominal mass could be palpated, re- 
operation was never necessary. 


Summary 

Sixty-eight cases of proven acute appendicitis 
in children under three years of age are reviewed. 
During the first year of life appendicitis is very 
rare. Although still rare, during the second year 
of life, appendicitis is an important disease because 
of the high mortality in this period. Improvement 
in the mortality has been achieved with earlier 
diagnosis and treatment. The treatment of acute 
appendicitis is appendectomy at the earliest pos- 
sible moment. Conservative treatment is indicated 
only in cases where a mass is palpated. 

The plea is made that in all infants and children 
with abdominal pain and vomiting, appendicitis 
should be considered. Only by thinking of the 
possibility of appendicitis can the diagnosis be 
made. 
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Surgical Experiences in a Rural 
General Practice 
H. Chochinov, M.D., B.Sc. (Med.) 
Neepawa, Manitoba 

The rural general practitioner, drawing from a 
constant population, will encounter a wide variety 
of surgical problems over a period of time. He 
may find his ability to deal with them limited by 
the extent and quality of his training and facilities. 
As a result, he will refer most of his surgical cases. 

Often, however, by recognizing his limitations, 
he can overcome many of them and deal with most 
surgical problems adequately. Indeed, the rural 
practitioner may find himself obliged to treat major 
emergencies despite his limitations. The enclosed 
tabulation of surgical procedures performed in the 
first four and one-half years of rural practice is 
therefore submitted as an example of the type of 
surgical case one may encounter. It is hoped it 
may prove of some value to those anticipating on 
studying a rural general practice. I could find 
only one other similar publication in the recent 


literature’. 
Explanatory Notes 
The tabulated surgery (Tables 1 and 2) was done 
in a 35-bed modern hospital with a major and 
minor operating room well equipped for general 


Submitted October 17th, 1957. 


surgery. The town with a population of 3200 
draws from a surrounding population of approxi- 
mately 10,000. Three doctors were present for all 
major surgery. All tissue are sent for pathological 
examination. The original tabulation was made 
from the operating room journal by the operating 
room nurse who had assisted with most of the 
surgery listed. 

Intravenous pentothal, cyclopropane, nitrous 
oxide, ether and relaxants were the most com- 
monly used anaesthetics. Closed ether and nitrous 
oxide were relied on for maintenance anaesthesia. 
Cyclopropane was used only minimally. Open in- 
sufflation ether was used for tonsillectomies except 
in some adults where local anaesthesia was 
used. The anaesthetists had had some previous 
experience with an anaesthetic machine. 

Previous training consisted of two years of 
internship in a teaching hospital supplemented by 
short post-graduate courses in surgery. Most major 
procedures were done under supervision before 
being attempted without. These are indicated in 
the tabulation by ( ). Some further experience 
was gained by assisting at major procedures when 
referred. 

The treatment regime for all major fractures 
was checked by consultation. X-ray films taken 
before and after reduction were sent to a consultant 
orthopedist requesting advice as to further manage- 
ment. All were treated by closed reduction or 
traction. Rib and clavicular fractures were not 
recorded in the tabulation since these were treated 
by strapping and not recorded in the operating 
room journal. Fractures of the neck of the femur 
and intertrochanteric fractures were sent directly 
to a larger centre for pinning. 

The immediate operative mortality rate in the 
series was zero. One eighty-five year old woman 
who had had an above the knee amputation for 
arteriosclerotic gangrene died three weeks post- 
operatively. 

The most common complication despite carly 
mobilization was superficial thrombophlebitis. 
There were four cases. There were two cases of 
resistant staphylococcal wound infection and one 
of paralytic ileus following a classical Caesarean 
section. There were two post - tonsillectomy 
hemorrhages. There were no major pulmonary 
complications in this series. 

Some of the other problems encountered were 
deficiencies in the availability of diagnostic equip- 
ment and staff, blood transfusions, instruments, 
operating room nurses, assistants, physiotherapists 
and transportation. However, facilities for dealing 
with these deficiencies were relatively good in this 
small hospital unit. 

A registered X-ray and laboratory technician 
was on call at all times and a radiologist visited 
once a week. Diagnostic equipment was provided 
by a government agency. Blood transfusions were 
provided by the Canadian Red Cross in Winnipeg 
and were available three times a day by bus 


92 

‘ 

i 

t 

i 

h 

a 

f 

‘ 

l 

i 

a 

te 

g 

Ww 

ji 

g 

W 

U 

de 

b 


February, 1958] 


The Manitoba Medical Review 93 


and/or train when requested. Blood was ordered 
as a precaution for any major elective procedure. 
Plasma and plasma expanders were used in emer- 
gencies until blood became available. Special 
instruments were provided by the local hospital 
when requested. 

One nurse was in the operating room full time. 
The assistants were two local physicians. Other 
assistants were available from neighboring towns 
when needed. A visiting physiotherapist assisted 
with some of the orthopedic problems and a 
privately owned ambulance transported patients to 
a major medical centre 125 miles away, when 
necessary. 

Indications and Results 

Appendeces: A breakdown of sixty-three ap- 
pendectomies based on pathological reports and 
clinical diagnosis where the pathological report was 
negative is shown in Table 3. It will be seen that the 
overall rate of positive reports (i.e. acute diffuse, 
suppurative, obliterative or gangrenous) was 62%, 
ranging from 46% in 1953 to 88% in 1956. There 
was one appendicial abscess and one Meckel’s 
diverticulum found in a three year old boy along 
with an acute gangrenous appendix. 

Hernia: These were mostly indirect and direct 
inguinal hernia. There were two femoral hernia 
and approximately four umbilical hernia, the latter 
all in young children. There were two incarcera- 
tions but no strangulations. No recurrences have 
as yet been reported although it is too early to 
assess the results. One femoral hernia occurred 
one year after repair of a bilateral direct hernia. 

Cholecystectomy: All tissue reports were posi- 
tive for chronic cholecystitis and cholelithiasis. The 
incidence of choledochostomy is approximately 
32%. 

Saphenous Vein Ligation: This consisted of a 
high ligation of the saphenous vein and its branches 
at the fossa ovalis and at least two other ligations 
lower down. The results have to date been satis- 
factory, although it is too early to assess the long 
term results. 

Hand Repairs: These were mostly multiple deep 
lacerations with traumatic amputation of part of 
one or more fingers. They are listed to stress the 
importance of the principles of hand surgery 
and the common occurrence of hand injuries in 
practice. 

Tendon Suture: Two of these were extensor 
tendons of fingers. The prognosis was therefore 
good. The third was a seventy-five year old man 
who cut five flexor tendons and the radial artery 
just above the wrist. The result was functionally 
good. In the fourth case —a flexor tendon at the 
wrist, I was unable to obtain a follow-up. 

Knee Cartilage: All were medial menisci with 
U shaped tears. Good functional results were 
obtained. 

Dilatation and Curettage: In the seventy D&C’s 
done mostly for diagnosis on cases with abnormal 
bleeding, no instances of malignancy were dis- 


covered. One adenocarcinoma of the body of the 
uterus was diagnosed in May, 1957, but it is not 
included in this series. 

Oophorectomy: One patient had a dermoid of 
the ovary, one a large follicular cyst and one a 
malignancy. The latter had a subsequent pan- 
hysterectomy and X-ray treatment. 

Tubal Ligations: These were done after con- 
sultation with a specialist in the specific field 
involved. The indications were all medical. 

Ventral Suspension: Both cases were done for 
“deep” dyspareunia associated with 3rd degree 
retroversion and a sensitive prolapsed ovary. Both 
patients have been relieved to date. 

Hysterectomy: All five in the series were total 
hysterectomies indicated by abnormal bleeding 
unresponsive to previous conservative therapy. 
Three pathological reports showed multiple and 
submucous fibroids. 

Ectopic Pregnancy: One of the three was 
diagnosed and treated before rupture. 

Caesarean Section: There were six sections in 
approximately 300 deliveries. This represents an 
incidence of about 2%. 

Vaginal Repairs: There has been one recurrence 
to date due to hypertrophic elongation of an un- 
amputated cervix. All other results have proved 
satisfactory to date although again it is too early 
to properly assess the results. 


Minor Operations 
This figure in the tabulation is an exaggerated 
figure, since it includes sigmoidoscopies and cast 
applications as well as suture of lacerations, ab- 
scesses, warts and cystoscopies. 


Conclusions 

There are a number of factors which aid the 
rural practitioner in dealing with surgical prob- 
lems. First is experience, both his own and that 
of his associates. Second is additional training, 
whether formal or informal. Third is consultation, 
even if only available by telephone. Fourth is 
selection of those cases within his scope only, and 
last but not least, referral of those cases outside 
his scope. 

The best results are obtained when the prac- 
titioner confines his surgical procedures well 
within the scope of his limitations. Poorer results 
will occur as he approaches the periphery of his 
scope. It is therefore necessary to obtain further 
training if one wishes to undertake more difficult 
procedures. 


Summary 
A tabulation of surgical experiences in the first 
four and one-half years of one rural practice is 
submitted along with some explanatory notes and 
comments. 
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TABLE 2 
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Cytology in the Detection of 
Uterine Cancer 
A. M. Goodwin, M.D. 


Cytology as applied to cancer detection is the 
study of cells exfoliated or removed from surface 
areas. In recent years the finding of altered cells 
suggesting the presence of malignancy has given 
great impetus to the use of this method in the 
diagnosis of very early cancer when no lesion is 
visible to the naked eye. Examination of a stained 
smear of the cells cast off from the vaginal cervix, 
endocervix or endometrium has proved to be par- 


ticularly helpful in finding very early cancer of | 


the uterus. Cytology has also found wide appli- 
cation in the diagnosis of bronchogenic carcinoma 
and it is known to be of value in the investigation 
of lesions of the stomach, colon, rectum, urinary 
tract and breast. It is, however, in the study of 
lesions of the cervix that cytology has proved its 
greatest value. 

Many will question this enthusiasm about early 
detection of carcinoma of the cervix, a disease rot 
commonly seen in practice, and it is understandable 
that little excitement is generated among prac- 
titioners by figures of the incidence and prevalence 
of this disease quoted in the journals. Nevertheless, 
382 new cases of cancer of the cervix, 216 new cases 
of cancer of the body of the uterus and 26 other 
malignant uterine tumors were reported in Mani- 
toba in the five years 1952-1956. There is, therefore, 
no doubt that the problem of uterine cancer is a 
serious one. In large surveys where cytology has 
been applied to clinic and office patients as well 
as on a mass screening basis, 0.4 to 0.8% of all the 
population screened appear to harbour this lesion 
either in its early pre-invasive state or as actual 
invasive carcinoma, (Table 1, 2, 3)1.2. This fact 
alone indicates an urgent need for the application 
of some method for the early diagnosis of cancer 
of the cervix and we have this method in the study 
of exfoliated cells. 

The doctor’s office will always be the most 
important cancer detection centre, for careful 
history taking and the routine physical examina- 
tion will detect many early lesions. Examination 
of a cytological smear will, however, prove of 
invaluable assistance in the doubtful case or in the 
case of a patient who desires reassurance that she 
does not harbour an early cancer. The smear has 
its greatest value in the detection of early, pre- 
clinical, invisible lesions known as carcinoma in 
situ or intra-epithelial or pre-invasive cancer. 
When a definite lesion is seen biopsy is the method 
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of choice, but in any case if a smear is positive and 
the biopsy negative the biopsy must be repeated. 
If there is clinical suspicion of malignancy but no 
visible lesion, cytology is often superior to random 
punch biopsy. 

The cytological smear is also of value in the 
follow up of treated carcinoma of the cervix and 
indeed may detect recurrence sooner than any 
other method. 

For this technique to be of any value the smears 
must be correctly prepared. Thick, bloody smears 
for example are often quite useless and reports 
based on the study of such poor material will only 
bring the whole method into disrepute. Therefore 
the methods of obtaining a satisfactory smear will 
be described in detail. The technique is simple 
but scrupulous attention to detail is required 
throughout. 

Methods of Preparing Smears 

The patient must not use a douche for at least 
24 hours before the examination. 

Four clean glass slides should be laid on a paper 
towel close to the patient. These slides should be 
labelled with a patient’s name and numbered 1, 2, 
3, 4, by marking with a diamond pencil, or slides 
with frosted ends, which are inexpensive and easily 
procured, may be marked with an ordinary pencil. 

Smears from the cervix or vaginal canal must 
be taken before any disturbance of these areas is 
produced by the examining finger or the intro- 
duction of lubricant. The patient is placed in the 
lithotomy position and the vaginal speculum in- 
serted gently without lubricant. This can be done 
quite easily if the speculum is warm and care is 
taken to separate the labia adequately. If the 
speculum is warmed with water it must be dry 
before insertion as the presence of water may alter 
the appearance of the cells. There is sufficient secre- 
tion at the introitus to lubricate the speculum 
which is passed very slowly and gently to the 
vault of the vagina and opened to expose the 
cervix. It is obvious that a good light should be 
available. The next step is to insert the tip of a 
specially designed glass canula or a Eustachian 
catheter attached to a rubber bulb (Fig. 1) just 
within the external os. Suction is applied to ob- 
tain fluid from this area and from the endocervix 
as the canula is pushed a little further into the 
endocervical canal. The material thus aspirated is 
blown on to slide 1. Slide 2 is placed flat upon slide 
1 and the two drawn apart lengthwise. Two thin 
smears are thus obtained from the cervix and endo- 
cervical canal. These slides must be immediately 
immersed in a fixation solution which may be equal 
parts of 95% ethyl alcohol and ether or 95% 
alcohol alone. The danger of fire or explosion 
must be remembered if ether is used. The slides 
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remain in the fixative solution for at least 30 to 
60 minutes. 

The material for the second set of smears is 
obtained with a wooden spatula or tongue blade 
split lengthwise. The spatula designed by Ayre 
(Fig. 1), is found most satisfactory. A very gentle 
scraping is made by rotating this spatula in the 
external os in contact with the cervix so that the 
whole of the squamo-columnar junction is covered. 
If the cervix is large and bulky the opposite end 
of the spatula may be used. The material ob- 
tained in this fashion is placed on slide 3, and 
slide 4 is inverted over it and drawn lengthwise 
using moderate pressure only. These slides are 
likewise immediately immersed in the fixative 
solution. Smears which are to be stained with 
hematoxylin and eosin are acceptable if fixation 
is omitted and the slides air dried. 

An alternative method of taking smears if a 
canula or Eustachian catheter is not available is 
to take a smear from the squamo-columnar junction 
of the cervix and endocervix with a cotton tipped 
applicator. This cotton swab must, however, be 
tightly wound, not too large, and free of excess 
fluff that will come off on the slide. A satisfactory 
swab can be made by winding a small amount of 
absorbent cotton of finest quality on an applicator. 
This is then dipped in saline and allowed to dry. 
A supply prepared beforehand can be in readiness 
for taking smears. 

If a smear from the endometrium is desired 
the Eustachian catheter, (Fig. 1), is readily inserted 
into the uterus and fluid obtained by suction. A 
20 ml. Luer syringe will be found preferable to the 
rubber suction bulb for aspiration in this instance. 
The instrument used should be sterile. It should 
be emphasized, however, that cytology is of less 
importance in the investigation of post menopausal 
bleeding. A diagnosis, although it may be made 
by the cytological smear, should be made by the 
standard procedure of dilatation and curettage in 
the hospital. 

An important practical point when taking 
smears from more than one patient in a single 
day is to avoid contact of the slides. The Coplin 
jar is useful for this purpose, (Fig. 2). The grooves 
in the jar keep the slides apart satisfactorily. 

The fixing solution should be filtered occasion- 
ally because the fluid becomes contaminated upon 
occasion with malignant cells which may settle on 
the slides. 

When smears are submitted for interpretation 
they should be accompanied by the essential 
clinical details such as the patient’s age, date of 
the last menstrual period, summary of the men- 
strual history, the site from which the smear was 
taken and the method used, the number of children, 
a brief description of the present illness and a 
description of the cervix. This information may 
not affect the interpretation of the slides but it 
will be very useful in any future study of the 
results by the laboratory. 


Figure 2 


Mailing the Specimen 

The most useful type of container is the simple 
tubular carton (Fig. 3). After the slides are fixed, 
or dried, they are wrapped in paper, placed in this 
container, protected by absorbent cotton or any 
similar material and mailed. It is important to 
separate the slides so that smear surfaces do not 
stick together. When slides are sent to a labora- 
tory where the Papanicolau stain is used, they have 
been found satisfactory when mailed dry if they 
have been fixed immediately after taking. 


Biopsy 

A positive report of cancer cells in a cytological 
smear does not mean that treatment for cancer 
should be instituted immediately. Biopsy is the 
next step. This should be a deep, sharp knife, 
cone biopsy done without preliminary cleansing 
of the cervix. 
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Personal Experience 

The value of routine cytological examination 
has recently become very evident. In the past two 
years smears have been taken on practically all 
cases coming to the office for routine examination. 
Of 834 cases screened, 8 cases of carcinoma in situ 
and 1 of invasive carcinoma have been discovered 
by this means. In addition, there were 2 cases 
of endometrial carcinoma which were first dis- 
covered by the cytological smear although both 
had been booked for a diagnostic curettage. In 
none of these cases was there a lesion present on 
the cervix which would lead one to suspect malig- 
nancy, although a cervical erosion was present in 
2 of them and one patient did have an episode of 
bleeding one year after her last menstrual period. 
The case of invasive carcinoma presented with a 
cervix that was completely normal in appearance 
and there were no symptoms whatever. The smear 
was positive and the cone biopsy showed a very 
early invasive cancer. This experience alone leaves 
no doubt as to the place and value of cytology in 
cancer detection in this field. It is the only practi- 
cal means whereby cancer of the cervix may be 
discovered before it is visible and when 100% cure 
may be expected. 


Summary 
1. The value of cytology in the detection of 
very early cancer of the uterus is stressed. 


Recent Advances in Psychiatry 
George C. Sisler, M.D., F.R.C.P. (C) 


This review will outline some recent advances 
in three diverse fields of Psychiatry. First, how- 
ever, one development of local Canadian interest 
should be mentioned. In the past year full-time 
Professorships of Psychiatry were established at 
three Canadian Universities (Queen’s, British Col- 
umbia and Alberta). Thus in a five year period all 
four Western Faculties of Medicine have estab- 
lished such positions for the first time. 

Psychiatric Sociology 

Studies of the demography of mental illness— 
ie., the incidence of illness in the community—are 
continuing and expanding in their scope. As well 
as the Forest Hill project in Toronto, these are 
being carried out in Stirling County, Nova Scotia 
by a multidisciplinary group from Cornell', at New 
Haven, Connecticut by Redlich and others from 
Yale2,3 and in “Midtown,” New York by Thomas 
A. C. Rennie and his group'. These studies are in 
some respects similar to the type of anthropologic 
investigations which have been done in the past 
among “primitive” tropical cultures particularly 
by Margaret Meade and among some ethnic groups 
on this continent such as various Western Indian 
tribes and the Hutterites*. 


Psychiatry 


2. Simple techniques for the preparation of 
satisfactory smears are described in detail. 

3. The results of personal experience of routine 
cytological examinations during the past two years 
are described. 


TABLE 1 
Cervical Cytology 1949-1956! 
Cases Screened Ca. in Situ 
41,364 512 (1.2%) 214 (0.5%) 
or 
5.1 in 1,000 
31% no signs 
or symptoms. 
34% cervicitis 
or erosion 
TABLE 2 
General Population Screeni: 
(Prevalence Rates — White el 
No. Examined % itu % Invasive Ca. 
Be 953 0 
5,815 12 0.02 
4,638 0.28 0.17 
3,077 0.51 0.16 
806 0.62 0.74 
16,604 0.28% 0.14% 
TABLE 3 


Prevalence CACX.? 
Clinic and Office Patients (White 
No. Screened % Ca. in ~ % Invasive Ca. 


0.84 
0.85 0.48 
0.8 0.75 
09 0.6 
1.2 2.3 
0.86% 0.6% 


1. Fidler, H. K., Boyes, D. 4. and Lock, D. R., Vancouver. 
C.M.A.J., Voi. 77, al 15, 1 
2. Nieburgs, H. E.: logic “Technics for Office and 


Clinic, pp. 61-62, 1956. 


The current studies, however, are of communi- 
ties, urban or rural, that are not comprised of any 
particular racial group. They involve the survey 
of a total adult population or a representative 
sample of it by means of a door to door visiting 
by skilled interrogators. The object is to obtain 
data with a view to determining the incidence and 
other characteristics of various forms of psychiatric 
disability in the entire population of a designated 
geographic area. In the past information regarding 
the incidence of psychiatric disease has been largely 
limited to that regarding those persons seen either 
in psychiatric in-patient or out-patient clinics 
or mental hospitals, or, more rarely, in private 
psychiatric practice. In the current investiga- 
tions varying but unexpectedly high incidences of 
psychiatric illness have been found. In the 
Stirling County study there was found “definite 
psychiatric disability” in one-third. In the Mid- 
town study, “significant” anxiety symptoms were 
evident in 75%. 

There are other uses being made of the 
information obtained in these surveys. An attempt 
is made to determine what forms of behaviour are 
considered by the community to represent “mental 
illness,” and also to discover what the individual 
does when he recognizes these symptoms in himself 
or others. From whom, and in particular from 
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what psychiatric resource, does he seek help? What 
is the outcome of this seeking of assistance, and 
to what extent is this dependent on his education 
and his financial status? Serious attempts are 
being made to answer these questions in an effort 
to determine the type of psychiatric facilities the 
particular community needs and will use. 

In these studies, too, an attempt is made to 
determine the socio-economic cause and/or the 
socio-economic result of mental illness. It is diffi- 
cult here to separate cause from effect, and indeed 
one finds only a sequence of events each of which 
may be cause or effect. Of interest is the assess- 
ment of the “social mobility” of the mentally ill 
and particularly of the schizophrenic. This refers 
to the changing economic and residence status of 
persons with schizophrenia and the relationship 
between this and the status of the other siblings 
and parents of the patient. No definite conclusions 
have as yet been reached in this regard, since there 
have been contradictory reports from the several 
studies regarding such a fundamental question as 
to whether or not schizophrenia is associated with 
(and therefore possibly is either the cause or effect 
of) movement of individuals to poorer residential 
areas. 

Pharmacology 

There continues the flood of tranquilizing drugs 
which commenced with the introduction of chlor- 
promazine in 1954. Each physician hears about a 
new such drug (or combination of drugs) at least 
once a month, and every eclectic psychiatric 
journal has publications regarding them in almost 
every issue. Unfortunately, many of these new 
agents are introduced before either their clinical 
effectiveness or their complications have been 
adequately established. These drugs are designed 
primarily to relieve psychomotor over-activity and 
agitation and/or to reduce anxiety. The compara- 
tive effectiveness of the several drugs in causing 
these two results varies greatly. It is clear how- 
ever that there is not as yet available a non- 
addictive agent without serious side effects which 
will in the majority of cases significantly relieve 
anxiety. Indeed for many patients requiring 
symptomatic relief, the older drugs—phenobarbital 
(Luminal) mephobarbital (Mebaral) and amobarbi- 
tal (Amytal) are still the most satisfactory. 

Currently Chlorpromazine (Largactil), Proma- 
zine (Sparine), Reserpine (Serpasil) and Meproba- 
mate (Equanil) are probably the most useful of 
the tranquilizing drugs. Yet, troublesome (and 
occasionally dangerous) side effects continue to 
limit their usefulness. These are mainly: 

The Phenothiazines: “no drive” feeling, nasal 
congestion, Parkinsonism, hypotension and fainting 
especially in those with hypertensive cardiovascu- 
lar disease, skin rash and photosensitivity, intra- 
hepatic obstructive jaundice, agranulocytosis. 

Reserpine: nasal congestion, Parkinsonism, 
hypotension, emotional depression and fearful 


dreams, activation of peptic ulcer. 

Meprobamate: drowsiness, nausea, purpuric 
rash. 

The field of the stimulating drugs and euphor- 
iants—the “psychic energizers” (which have an 
effect in general opposite to that of the tranquil- 
izers) is beginning to expand. In 1955 there were 
introduced two drugs chemically unrelated to 
the amphetamines which produce a similar but 
usually less marked euphorizing effect but a 
lower incidence of such undesirable side-effects as 
jitteryness, anorexia, hypertension, and “depressive 
rebound.” These are methylphenidate (Ritalin) 
and pipradol hydrochloride (Meratran). Various 
chemicals related to isonitoctinic acid have been 
experimented with since it was noted that in some 
patients with tuberculosis this drug relieved apathy 
and produced euphoria and increased alertness. 
In 1957 ipronicotinic acid hydrazide (Marsilid) was 
introduced. It is too early to completely assess 
the effectiveness (and the complications) of this 
drug, but it is‘'a euphoriant and does relieve de- 
pression and apathy. The treatment of the severe 
depression, however, remains a difficult matter, 
requiring nice judgment to assess the suicidal risk 
and the need for hospitalization, and requiring 
often electro-convulsive therapy. 

Experimental work with the various hallucino- 
genic drugs which commenced in 1953 remains an 
important aspect of current psychiatric research. 
This has led both to the use of these agents to 
assist in psychotherapy, and to an increasing 
study of other means of producing in humans 
hallucinations and other symptoms of psychosis— 
particuiarly by sensory deprivation®. Biochemical 
studies are being carried out particularly at Tulane’ 
and Saskatchewan’ regarding the possible presence 
in schizophrenic blood, urine and C.S.F. of toxins 
(particularly epinephrine derivatives) which are 
hallucinogenic. In this field, however, despite 
work of some promise, the problem remains of 
essential findings by some investigators which 
cannot be confirmed by others. It is anticipated 
that in the next few years there may be clarifi- 
cation of the sites of action of these hallucinogenic 
drugs, and of the relationship between these, 
the chemistry of serotonin, and the action of the 
tranquilizing drugs. 

Psychotherapy 

Promising research in psychotherapy is currently 
in progress involving a scientific analysis of the 
interview situation, and the use of words and 
gestures by patient and therapist®. There is grad- 
ually emerging from this the glimmering of a 
scientific assessment of psychotherapy and particu- 
larly the attempt to determine what is (and what is 
not) essential in this process. This involves, too, 
a re-examination of the theoretical basis of this 
art and a study of the extremely diverse techniques 
employed by various therapists. Great problems 
remain however in this area of research. These 
are in particular the definition of the illness to be 
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studied, the determination of therapeutic goals, 
the selection of controls, and the evaluation of 
“improvement” and “cure.” 

In 1957 the American Academy of Psycho- 
analysis was established with a view to fostering 
a scientific approach to psychoanalysis, integrating 
this discipline with the rest of medicine, and 
counteracting the esoteric tradition that has 
characterized this discipline and kept it removed 
from the stream of medical progress. 

The Canadian Psychoanalytic Association this 
year was given independent status by the parent 
International Association. Though it is too early 
to judge in what manner psychoanalysis will 
develop in Canada, it has the potentiality of play- 
ing a useful part in the development of psychiatric 
theory, education and practice. 

New Publications 

Only a few of these of particular interest to the 
medical profession as a whole will be mentioned. 

The third edition of Weiss and English’s text 
on Psychosomatic Medicine, considerably reduced 
in length, was published in 1957. Much of the 
book has been re-written but it retains the original 
division into “General” and “Special” sections. 
The first deals with the theoretical basis of this 
science and its general application to medical 
problems. The second section covers in turn each 
bodily system. This text remains the most valuable 
resource book in its field. 

The eighth edition of Strecker, Ebaugh and 
Ewalt’s “Practical Clinical Psychiatry” now reveals 
Dr. Jack Ewalt as senior author, is thoroughly 
revised, and utilizes up-to-date nomenclature. It 


Progress in Clinical Pathology 

Paul T. Green, M.D., F.R.C.S. (C.) 

In reviewing the subject, the striking thing is 
the lack of a salient. However, small gains were 
made on most fronts. 

In Hematology, the most noteworthy feature has 
been the negation of the erythrocyte count. It has 
been known for many years that red-cell counts 
were quite inaccurate. An excellent account of this 
can be found in the Lancet (1) where the difficul- 
ties inherent in standard methods of counting red 
cells are presented. The probable error runs in the 
region of 16%. However, it was not until the 
development of the microhematocrit led to wide- 
spread use of hematocrit determinations as a 
routine procedure, and hence widespread use of 
red cell indices, that this inaccuracy became so 
apparent. Clinicians promptly began to thump the 
_ desk-tops of the clinical pathologist and demand 
an explanation for why these indices were so often 
misleading. The pathologist has carefully explained 
that the reason for the discrepancy is the inaccu- 


Pathology 
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is a reasonable comprehensive and readable general 
text for medical students and practitioners. 

The third and final volume of Ernest Jones’ 
“Life and Work of Sigmund Freud” completes this 
brilliant and searching study by Dr. Jones who 
himself was a part of the psychoanalytic movement 
from the beginning. 

“Talking with Patients” by Brian Bird, first 
published two years ago, is an interesting and 
useful little book that deals in a direct way with, 
and gives answers to, many of the problems the 
physician faces in talking with children, depressed 
patients, the angry, the anxious, the guilty, the 
bereaved and so on. 

The quarterly Canadian Psychiatric Association 
Journal, the first number of which appeared in 
January 1956, is flourishing under the editorship 
of Dr. Rhodes Chalke of Ottawa and formerly of 
Winnipeg. 
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racy of the red-cell counts. This explanation has 
not proved satisfactory to the clinician. Two 
courses of action may then be open: 


1. Stop doing red-cell counts. This is quite 
acceptable to the clinical pathologist, because red- 
cell counts are a bore and consume much of the 
technicians’ time. Biggs and MacMillan concluded 
some years ago that laboratories were wasting 
their time in doing red-cell counts at all, and 
proposed to use the hemoglobin, and hematocrit to 
calculate the Mean Corpuscular Hemoglobin con- 
centration. This, however, will only delineate the 
hypochromic anaemias, and not the macrocytic 
ones. Actually, of course, there is no substitute for 
the trained eye and brain of a competent hemato- 
logical technician or hematologist who can examine 
a blood smear and determine the nature of a red 
cell defect without recourse to indices. As these 
people are not so generally available the best thing 
would be to 

2. Improve methods of determining red-cell 
counts. As we are now well into the pushbutton 
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era it is natural to look to the development of 
robot red cell counters to solve the problem, and 
many such machines have been developed2. The 
most promising of these is the “fluid-flow” chamber 
type which is currently being marketed. It will 
count white cells as well as red, and may even be 
able to produce a rough distribution curve of red 
cell diameters on an oscilloscope. It can count 
5,000 red cells in 10 seconds and hence greatly in- 
creases accuracy of counting, and is claimed to 
have a probable error of 3%. These machines, of 
course, cost several thousand dollars, and will have 
to prove themselves before most laboratories will 
invest in them. However, such apparatus will 
probably be the answer to the red-cell count 
problem. 

Urina.ysis 

A test paper has been developed for detection 
of significant amounts of protein in the urine; the 
strip turns blue if protein is present. Most reports 
agree that this is a useful screening method, and 
we have found it so, provided the paper is read 
promptly. All that is required now is a test paper 
to detect urines with abnormal microscopic sedi- 
ment, and someone can place them all on a single 
strip of paper so that a complete urinalysis can be 
done at one dunk. This is, perhaps, not as far- 
fetched as it seems. In so far as red cells are 
concerned, there is a question as to whether or not 
examination of centrifuged sediment is at all 
superior to examination of uncentrifuged urine, or 
to a test for occult blood3. 

Urinary patterns of aminoacid excretion are a 
fascinating outcome of the development of paper 
chromatography; although these methods have not 
reached the level of routine laboratory practice. 
More and more abnormalities are being classified 
in terms of defects in urine aminoacid pattern. 
This subject has been discussed with the report of 
cases of adults with the Fanconi Syndrome* with 
bone pain, osteoporosis, waddling gait, intermittent 
glycosuria and marked aminoaciduria. 
Biochemistry 

Congenital galatosemia continues to interest 
the pediatrician, and its early detection appears 
to be very important, if one is to prevent perma- 
nent damage to the infant. Tests for galactose can 
be done, but recently a specific test which 
assays the galactose-1-P-uridyl transferase in the 
red cell has been described, which is absent in 
galatosemia5. 

Electrolyte studies continue to interest all 
branches of Medicine, and much attention has been 
directed towards methods for assay of aldosterone, 
which has been widely accepted as the adrenal 
cortical hormone that controls sodium and potas- 
sium excretion. Results of such assays, which are 
very difficult, have been divergent and disappoint- 
ing, and it may be that aldosterone is really not 
the hormone responsible. A new one called 
“Wildegosterone” has been reported, named, inci- 


dentally, after a patient, Wildego, and not after 
the chase of the investigators. An assay is again 
difficult, and one still relies on the circumstantial 
evidence of blood potassium levels and sodium- 
potassium ratios in urine. 

In order to adequately treat hemorrhage from 
the upper gastro-intestinal tract it is necessary to 
know the source of the bleeding; and the differen- 
tial of bleeding from oesophageal varices and from 
ulcer is often difficult. McDermott? has found that 
the blood ammonia levels are of great help in this 
respect and describes a simple method for such an 
assay. In all cases of bleeding from varices blood 
levels were over 100 ug%, whereas all other 
sources of bleeding had lower levels. He points 
out that bleeding not arising from oesophageal 
varices in an individual with cirrhosis of the liver 
might conceivably produce an elevated level; and 
he also points to one case where administration 
of a broad spectrum antibiotic inhibited the libera- 
tion of ammonia from the blood in the gut by 
bacteria and tended to produce a false low level 
of blood ammonia. However, in the series reported 
in this article, the results looked very promising. 
Mass Processing 

Mass production has entered the laboratory. 
Machinery has been devised which is capable of 
mass processing of laboratory tests such as blood 
sugars, urea nitrogens, and will run through auto- 
matically as many as 60 in an hour. If this equip- 
ment turns out to be rugged enough and reliable 
there is no limit to its possibilities. Technicians 
are scarce and there is a fast turnover. Most 
medical technologists are young and attractive 
girls and many leave their profession soon after 
graduation to become wives and mothers. Many 
are enticed South and West of here, where salaries 
offered are much greater than available locally. 
Others are attracted to non-hospital laboratories, 
where hours and holidays are more certain. Few 
men find their way into this profession. 


Accuracy 

The accuracy of results turned out by clinical 
laboratories has always been a source of worry. 
This subject was one discussed at the first meeting 
of the Canadian Society of Clinical Chemists, 
which met in Ottawa this fall. Surveys have been 
done in most major countries of the West, where 
samples have been submitted of known composi- 
tion to many laboratories, and the reported results 
have been tabulated. The discrepancy in the re- 
sults from various laboratories has been at times, 
appalling; however, if the laboratories are asked to 
grade the results obtained as normal, or otherwise, 
the results are not quite so disheartening. In many 
cases absolute values disagree, but the laboratory 
has a good knowledge of the variation in its own 
tests. Nevertheless, this situation is not likely to 
promote great happiness in those concerned with 
national Health, and laboratory results on a 
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nationwide scale. The solution proposed by many 
is the establishment of some system of centraliza- 
tion of standards, uniformity of methods, and 


checking of accuracy in individual laboratories by 
submitting unknowns for analysis. Thus Clinical 
Pathology marches in the general parade towards 
increased central control. 


Notice of Motion Regarding Specialist Register. 
Accepted Council Meeting, November 3, 1956: 

“THAT the Specialist Committee be authorized 
to accept applicants for specialist registration who 
do not possess certification of fellowship with the 
Royal College of Physicians and Surgeons of 
Canada for temporary enrolment on the Specialist 
Register. 

“THAT the Specialist Committee be permitted 
to recommend full registration or renewal of 
temporary registration on the Specialist Register 
of any suitable applicant to whom temporary 
enrolment has previously been granted.” 

Notice of Motion Regarding Annual Fee. Pre- 
sented at Council Meeting, November 2, 1957. To 
be voted on at May 1958 Council Meeting. 

“THAT the By-Laws of the College be amended 
as follows: Part IX—Fees, Section 7 — Annual 
Fee, delete $5.00 and insert $10.00, due January 
First of each year.” 

At the Annual meeting of the College of 
Physicians and Surgeons of Manitoba the Treasurer 
drew attention to the fact that expenditures for the 
past year had exceeded income by approximately 
$2,000.00. This had been met by drawing on re- 
serves. The cause is that experienced by all of 
us of the steady rise in cost of all materials and 
services. Outstanding items of increase are un- 
fortunately recurring ones including: 

Increased office rent for additional space 

$87.00 per month amounting in a year to $1,044.00 
Salary increases amounting in a year to... 1,690.00 
Office expense (other than rental), 


supplies, ete. ................ 300.00 


College of Physicians and Surgeons of Manitoba 
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Other recurring expenses increased 
in 1957 ..... 


1,387.00 


Total $4,421.00 


So that we are committed to an increased 
annual expenditure of over $4,000.00 with no in- 
crease in income. It therefore becomes necessary 
either to decrease current expenditures or increase 
income. To decrease expenditure today would be 
a miracle. In looking for sources of increased in- 
come the only area where it is practicable is to 
increase the annual dues from $5.00 to $10.00 per 
annum which should make approximately $5,000.00 
additional annual income. This is a correct source 
to look to as the present fee is small and has not 
risen with the general rise in income and the 
increase will not work hardship on anyone. Also 
it is an annual fee and can be expected to offset 
the annual expense it is designed to cover. 

Your treasurer does not approve of the lack of 
business sagacity of those who would advocate 
meeting permanently rising annual costs by dip- 
ping into cash reserves. This reserve account must 
remain available to tide the College over in the 
event of war or other calamity and I would remind 
you that several thousands of dollars had to be 
withdrawn from the Investment Trust reserve 
account during the last world war to meet current 
expenses which were only a small fraction of our 
present ones. 

The only item that has not increased over the 
years is your treasurer’s stipend. 


T. H. Williams, M.D., 
Treasurer. 
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Guest Editorial 


Heart Disease — Local Needs and 
Aspirations 


In Manitoba, as elsewhere in the Western World, 
diseases of the heart and arteries are increasingly 
the leading cause of death. Additionally, the 
amount of suffering, disability, and economic waste 
in all age groups is beyond computation. The size 
and proximity of the problem are so great that 
they have tended to delay its recognition. Only 
recently has it been more clearly realized that these 
diseases are specific entities with causes, cures, and 
preventions, and that they need no longer be ac- 
cepted as natural and inevitable. Consequently 
there has been a growing demand on the part 
of the public as well as the profession that the 
resources of society be better mobilized to attack 
them. 

Two things are essential in combatting the 
problem. The first is increased knowledge of 
cardiovascular disease—to be acquired through 
research. Surely the intelligence which has largely 
conquered infection, split the atom, and launched 
satellites, can discern the mechanisms of hyper- 
tension, atherosclerosis, rheumatic fever and con- 
genital malformation. Already much is known and 


many promising leads await exploration. Such - 


research will take time, but no time need be lost 
in acting on the second requisite for progress—the 
fuller application of existing knowledge. It is 
essential that all the accepted techniques in the 
diagnosis, prevention and treatment of vascular 
diseases be fully known and utilized. Appropriately 
this issue presents several papers on these subjects. 

To promote these objectives the American Heart 
Association in 1947 became a voluntary health 
agency dedicated to research, education and 
community service in the field of cardiovascular 
disease. Although achievements have been sub- 
stantial, much remains to be done. However, 
enough progress has been made to indicate that 
the problems are, in fact, soluble—should sufficient 
effort be exerted. This is the great challenge, and 
the great opportunity, in this field today. 

In Canada, organizations with similar objectives 
have developed. The Ontario Heart Foundation 
was formed in 1952; by the end of 1956 Heart 
Foundations had been organized in British Col- 
umbia, Quebec, Saskatchewan and Alberta. The 
provincial foundations, realizing that this work 
would become more effective if co-ordinated 
throughout Canada, co-operated in the organization 
of the National Heart Foundation of Canada which 
was incorporated in June 1956. Policy of the 
Heart Foundations of Canada was outlined in the 
November 1957 issue of this Journal. In Manitoba, 


Editorial 


S. Vaisrub, M.D., M.R.C.P. (Lond.), F.R.C.P. (C.), F.A.C.P., Editor 


just a year ago, a group of representative medical 
men met and recommended the formation of a 
Manitoba Heart Foundation. Soon after, a com- 
bined lay and professional committee applied for 
and received incorporation under the Companies 
Act of the Province of Manitoba. Through the 
generosity of a small group of public-minded citi- 
zens and business firms, and with a grant from the 
Provincial Government, the new foundation was 
enabled to establish an office (322 Somerset Bldg.) 
and engage an Executive Director, (Major-General 
N. Elliot Rodger). 

During past years, earnest efforts at cardio- 
vascular research have been made in this province. 
But these have tended to be sporadic and limited 
in scope due to lack of facilities, personnel and 
sustained support. Potential research of academic 
workers has been frustrated by the burden of 
departmental routine, the ideas and inspirations 
of practicing doctors have been largely submerged 
by the urgent demands of practice. It has been 
said that the practice of good medicine is dependent 
on a combination of three elements: physicians 
skilled in the care of patients, an efficient technical 
service, and both of these supported and stimulated 
by an active research program. Only the first is 
adequately supplied at present in this community. 
There is need of additional equipment and person- 
nel for more precise diagnosis and treatment of 
cardiac cases in all of our hospitals, there is a 
similar need in many, if not all, departments in 
the medical school. Only by overcoming these 
deficiencies can the natural growth of this medical 
centre be assured. As the stature of the profession 
and the resources of our facilities are augmented 
there will be an increase in the quality of medical 
care. 

Best hope for increased cardiovascular research 
and improved facilities for the care of cardiac 
patients in this province lies in the development 
of a strong Manitoba Heart Foundation. Along 
with the other Heart Foundations of Canada, it is 
this month seeking funds. Support of it is an 
opportunity for both doctor and patient to benefit 
themselves and each other. 

R. E. Beamish, M.D. 


© 


The Valsalva Maneuver in Heart Disease 

Dyspnea is a symptom shared by many diseases. 
Its pattern, often characteristic enough of the 
underlying disorder to be diagnostic, may on 
occasion pose problems in diagnosis. Is the young 
girl with rheumatic heart disease dyspneic because 
she is in heart failure, or is she a victim of acute 
anxiety? Is the emphysematous old man with the 
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wheezy chest short of breath by dint of his pul- 
monary disability, or by that of an associated 
arteriosclerotic heart disease with incipient cardiac 
decompensation? These and many similar ques- 
tions may not find a ready answer even after 
additional information had been obtained from the 
study of chest films, circulation time and timed 
vital capacity. 

A new diagnostic method, intended to throw 
more light on this imperfectly illuminated area of 
medical diagnosis, is the Valsalva Maneuver. The 
latter, of course, is only new insofar as its use in 
the testing of cardiac function is concerned, other- 
wise it is quite old. It was introduced by Valsalva 
more than two centuries ago for the diagnosis and 
treatment of Eustachian tube obstruction. Weber 
in 1851 was the first to note its effect on the pulse 
and the heart beat. Its first application to the 
field of circulatory physiology dates back to 1919 
when Flock (Lancet 1:210, 1919) initiated its use 
in the study of arterial blood pressure responses 
to forced expiration against a closed glottis as a 
test of the vasom control of the circulation. The 
first observation of the characteristic response 
of the blood pressure to the Valsalva Experiment 
in patients with heart failure was made by Hamil- 
ton in 1944 (Am. J. Physiol. 141: 42, 1944). Since 
then further investigations of this response in heart 
failure have been pursued by Judson (Circulation 
11: 889, 1955), Sharpey-Schafer (B.M.J. 1: 693, 1955), 
Gorlin, Knowles and Storey (J.A.M.A. 168: 1, 1944; 
A.J.M.A. 22:2, 1957). 

The technique of the test is simple. The patient 
in the supine position exhales forcibly from the 
mid-inspiratory position into a mouthpiece con- 
nected to the aneroid attachment of the blood 
pressure cuff to a pressure of 40 mm. for 10 
seconds. A constant record of the blood pressure 
is kept throughout this period and the ensuing few 
seconds. The response in the normal subject is 
characteristic. In the initial “strain” phase the 
blood pressure rises sharply. There occurs then a 
fall in arterial systolic and pulse pressures (phase 
2) which are maintained at a.low level throughout 
the expiratory effort. As the expiration is termin- 
ated the blood pressure drops for a few seconds 
(phase 3) to rise again 3-8 seconds after the release 
of expiration in the “overshoot” (phase 4) phase, 
which is followed by bradycardia. 

In order to catch all the rapid changes in the 
blood pressure, the examiner must “anticipate” 
phase 1 by elevating the cuff pressure to 40 mm. 
above the resting systolic pressure just before 
starting the maneuver, then quickly lower it in 
anticipation of phase 2, and again raise it 15 mm. 
Hg. just before the “overshoot.” 

The mechanism of the sequence of events is 
as follows. The initial rise in arterial pressure is 


due to a sudden forcing out of the blood from the 
lungs and the left side of the heart by the increased 
intrapulmonary pressure. The latter, however, soon 
causes an obstruction to the venous return to the 
heart with resulting diminution in effective filling 
pressure and consequent reduction in the cardiac 
output (Starling’s law of the heart). As the forced 
expiration is terminated there is a brief fall in 
pressure before the peripheral reflex vasoconstric- 
tion in response to the low pulse pressure causes 
the “overshoot” in phase 4. It is apparent that, 
while the overshoot is due to baroceptive responses, 
phase 2 is dependent on cardiac function. 

A totally different response is obtained in 
patients with heart failure. Here the initial rise 
in pressure is sustained with no fall throughout 
the expiratory effort and there is no “overshoot” 
after its termination. The mechanism of this 
response is not too firmly established. Judson 
ascribes the “failure” response to the elevation of 
right ventricular end—diastolic pressure and ven- 
ous pressure which reduces the venous blockage 
caused by the forced expiration. He produced 
similar responses in the normal, by rapid intra- 
venous infusion, which raised the effective filling 
pressure. Gorlin, disagreeing with Judson, main- 
tains that the abnormal response may result from 
altered dynamics on either side of the circulation. 
It can be evoked in cases of left as well as right 
ventricular failure and can be explained by flat- 
tened ventricular stroke work curve as plotted 
against filling pressure, so that a fall in the latter 
does not cause stroke volume to decrease. Sharpey- 
Schafer postulates that the failing heart is unable 
to change its output immediately in response to a 
rapid fall in filling pressure, caused by the forced 
expiration. He compares the effect of airway 
straining with resulting impedance of venous re- 
turn to phlebotomy which, as is well known, raises 
the cardiac output in patients with low output 
failure. 

Whatever its mechanism, the Valsalva man- 
euver, as a test of cardiac function promises to be 
a useful bedside method. It can aid the clinician 
in the diagnosis of early heart failure in patients 
with suspected heart disease. It may assist him in 
regulating and assessing therapy. It can help him 
in the differential diagnosis of dyspnea, particu- 
larly in the elderly atherosclerotic, emphysematous 
patient, in whom it is difficult to sort out the pul- 
monary and cardiac components—to tell whether 
the dyspnea is due to pulmonary congestion of 
heart failuure or to primary pulmonary disease. 

In this cardio-pulmonary borderline physical 
examination, radiography, circulation time and 
vital capacity may give equivocal results. The 
Valsalva maneuver may help to tip the diagnostic 


scales in the right direction. 
Editor. 
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Gastrointestinal Polyposis With Mucocutaneous 
Pigmentation (Peutz - Jeghers Syndrome). N.E. 
J.M. Volume 256, No. 23 Page 1093-1103, No. 24 
Page 1141-1146, No. 25 Page 1186-1190. T. L. 
Dormandy, London, England. 


The author presents and analyses 21 cases of 
this condition, which although first described in 
1881 by vkifosowski, was only in 1921 recognized 
by Peutz to have the familiar association of gastro- 
intestinal polyposis with mucocutaneous pigmenta- 
tion. Jeghers, in 1949 presented 10 cases and since 
- then 60 cases have been reported in the world 
literature. 

The syndrome is characterized by three cardinal 
features: gastrointestinal polyposis, mucocutaneous 
pigmentation and heredity. 

The polyposis always involves the small intes- 
tine and may be solitary, multiple or diffuse. The 
polypi grow by spurts, and there always appears 
to be normal gut separating newly erupted crops. 
Groups of intramural adenomata have been found 
microscopically in bowel which had appeared nor- 
mal. In one case fifty were found in the ileum in 
a 5 em stretch. 

Malignant change in the polyps of the small 
intestine is considered a rarity in contrast to what 
occurs to polypi of the colon and rectum. The 
author believes that no case of true malignancy has 
yet been reported and that cases thought to be 
malignant were misinterpreted because of their 
bizarre histological appearance. 

The commonest complication of polyposis of the 
small bowel is intussusception, occurring 200 times 
in less than 100 recorded cases of Peutz-Jeghers 
Syndrome. These intussusceptions are usuaully 
transient and rarely cause obstruction, but tend to 
recur frequently, may be multiple, and the major- 
ity reduce themselves spontaneously. A definite 
clinical picture has been demonstrated. There are 
brief but frequent waves of agonizing colicky 
abdominal pain, rarely waking the patient at 
night and commonly recurring after eating or after 
arising. The patient can frequently feel a lump 
moving inside the abdomen which emits loud 
gurgling noises. On examination during an attack 
one often feels a “peripatetic abdominal lump” 
which can be massaged away and on the disappear- 
ance of which the pain eases along with the passage 
of abundant flatus. : 

Bleeding from the polypi may take the form of 
occult blood loss with the development of an in- 
sidious iron-deficiency anemia. 


Abstracts from the Literature 


Positive radiological diagnosis is difficult but 
operative enteroscopy is a valuable tool in con- 
firming the diagnosis. 

Pigmentation usually affects the buccal mucosa 
and the lips. The cutaneous component usually 
consists of sharply demarcated dark brown or black 
macules that appear at birth or infancy and often 
fade at puberty. They tend to be grouped about 
the mouth, eyes and nostrils mainly, but can occur 
on fingers, toes, etc. and may occasionally be 
widespread. The mucosal pigmentation is patho- 
gnomonic in that it occurs in the mouth and persists 
through life. The polyps are not pigmented. The 
pigment is melanin. Only one case with character- 
istic pigmentation without polypi was seen by 
Jeghers. The author has seen four. 

Heredity: The Peutz-Jeghers syndrome is in- 
herited through a mendelian-dominant gene of 
high penetration. Because the disease cannot be 
outbred and because the disorder carries only a 
small hazard to normal life expectancy, childless- 
ness is not recommended from a eugenic point of 
view. 

Various disorders and deformities are occasion- 
ally associated with Gastrointestinal Polyposis. 
These include bladder polypi, bronchial adenomas, 
nasal polyps, etc. 

Treatment: Asymptomatic patients should be 
familiar with the condition but require no treat- 
ment except for complications. Intussusceptions 
are best treated conservatively. If resection is 
necessary, it should be very limited, for the disease 
may involve the entire gut eventually. 

M. J. Lehmann. 


Mayo Clinic and Mayo Foundation, 
Rochester, Minnesota, 
April 14, 15, 16, 1958 


Staff members of the Mayo Clinic and the Mayo 
Foundation for Medical Education and Research 
will present again this year a three-day program 
of lectures and discussions on problems of current 
interest in general medicine and surgery. 

Up to twenty-one hours of Category I credit 
may be obtained by American Academy of General 
Practice members who attend. 

There are no fees for this program. 

The number of physicians who can be accom- 
modated is necessarily limited. Those wishing to 
attend should communicate with Mr. R. C. Roesler, 
Mayo Clinic, Rochester, Minnesota. 
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Book Review 


May’s Manual of Diseases of the Eye, Twenty- 
second edition. Revised and edited by Charles 
A. Perera, M.D., Williams and Wilkins Company, 
518 pp., with 378 illustrations including 32 plates 
with 93 colored figures. Price $6.00. 

The first edition of this book written by Charles 
H. May was published in 1900. Since then twenty- 
two editions have appeared. It has been translated 
into Spanish, French, Italian, Dutch, German, 
Japanese, Chinese, Portuguese, Urdu and a Korean 
translation is planned. Dr. Charles H. May stated in 
his preface to the first edition that he “endeavored 
to give the fundamental facts of ophthalmology and 
to cover all that is essential in this branch of 
medicine, always keeping in mind that the book 
has been written for students and general practi- 
tioners.” His success and the success of subsequent 
editors in achieving this aim is shown by the con- 
tinuing popularity of this book. 

This twenty-second edition has been thoroughly 
revised. The chapter on glaucoma now contains 
an account of the modern concepts of wide and 
narrow angle glaucoma, which is adequate for a 
book of this size. Unfortunately, there is little or 
no mention of the importance of tonometry in the 
diagnosis and treatment of the disease. During 
the last decade the estimation of the intraocular 
tension with the fingers has been replaced by the 
use of tonometers. In the last few years the 
number of ophthalmologists who include tonometry 
as part of the routine examination of every patient 
over the age of 40 is rapidly increasing. Since it 
is estimated that 2% of the population over 40 
have glaucoma, this is a vital preventive measure. 
Unfortunately, this modern emphasis on the 


measurement of intraocular tension is _ not 
mentioned. 

The chapter on ocular therapeutics still contains 
a few sentences which are no longer true. For 
example we read “salvarsan is often used in 
syphilitic ocular affections.” Syphilis of the eye 
is now a rarity, and penicillin has long since 
replaced salvarsan as the drug of choice. Never- 
theless, this chapter is a good outline of the modern 
principles and practice in the rapidly changing 
field. 

Many of the newer disease concepts are men- 
tioned briefly. Retrolental fibroplasia is simply 
described. It is clearly stated that it is caused 
by giving excessive oxygen to premature infants. 
Uveitis is classified into non-granulomatous and 
granulomatous types, a classification which is in 
accord with the teaching of most schools in the 
North American continent. Rarer conditions like 
Behcet’s syndrome, Adie’s syndrome and Coats’ 
disease are simply defined without devoting to 
them excessive space, which would not be in keep- 
ing with a book of this small compass. 

An excellent index aids its usefulness for ready 
reference, and the illustrations are excellent. The 
present author is to be congratulated for resisting 
the temptation to increase its size by filling in the 
gaps, which must necessarily be left in so small a 
book. It will still fit readily into the pocket. An 
earlier edition of May was my first introduction 
to ophthalmology and I well remember my joy on 
finding so small a book containing so much in- 
formation in such lucid language. It was then, 
and still is, one of the best books available for the 
undergraduate and general physician. H.R. 


Physicians’ and Dentists’ 
Indoctrination Course 

Physicians and Dentists from all parts of Canada 
recently completed an intensive week of discussion 
and study on Canadian Civil Defence medical 
problems. The course, with 65 in attendance, was 
held from 25th to 29th November at the Canadian 
Civil Defence College, Arnprior, Ontario. 

Guest speakers, assisted by College staff, pre- 
sented such subjects as: Characteristics of atomic 
weapons; Target effects and damage criteria; Prin- 
ciples of biological warfare; Epidemiological prob- 
lems in biological warfare; Radiation hazards from 
atomic weapons; Radioactive contamination of 
water, food and clothing; Health services organiza- 
tion and casualty services; Role of the Dentist in 
Civil Defence; Role of the Armed Services in Civil 
Defence; Emergency blood services; Medical sup- 
plies for Civil Defence; Thermal injuries in atomic 


warfare; Anaesthesia and Analgesia in mass cas- 
ualty management; Physiological and Psychiatric 
phenomena in catastrophe; Ocular injuries and 
Hospital disaster planning. 


A Casualty Simulation demonstration utilizing 
a basic Advance Treatment Centre was produced 
for the members of the course. Make-up of th: 
simulated casualties was done by casualty simula- 
tion students also on course during this period. 

In addition to panel discussions, films and 
papers on the medical aspects of Civil Defence, 
present trends in nuclear warfare were studied 
in syndicate group meetings. Upon completion of 
this, the sixth course conducted by members of the 
Civil Defence Health Services of the Department of 
National Health and Welfare over 500 Canadian 
Doctors and Dentists now have received detailed 
knowledge of the progress and plans of Civil 
Defence for war time and national emergencies. 
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Manitoba Heart Foundation 


Announcement 


The Manitoba Heart Foundation wishes 
to ensure that all members of the Medical 
Profession in Manitoba are aware that 
this Foundation is now able to receive 
applications for financial support for medi- 
cal research in the field of cardiovascular 
diseases. 


The Foundation also is now able to pro- 
vide without charge to physicians, for their 
own or their patients’ use, various pamphlets 
on cardiovascular disea ‘es. 
pamphlets, as produced by the American 
Heart Association, are listed below. A more 
complete list of pamphlets will be provided 
upon request. 


For Physicians 
Atherosclerosis and Fat Content of the 
Diet. 
Symposium on Rheumatic Fever 
Sodium-Restricted Diets 
A Physician’s Guide for Evaluation and 
Management of Congenital Cardiac 
Defects 
Nomenclature Sheet—Diseases of Heart 
Diagnosis Congenital Cardiac Defects 
General Practice 


For Patients 


Heart Attack — Leaflet 

How to Live with Heart Trouble 

How the Doctor Examines your Heart 
Have Fun .. . Get Well 

Heart Disease and Pregnancy 

101 Questions about your Child’s Heart 


322 Somerset Building, Winnipeg 1 
WHitehall 3-8936 


ENQUIRIES WELCOME 


Some of these 


College of General Practice of Canada 
Second Annual 


ROYAL ALEXANDRA HOTEL 
WINNIPEG 


APRIL 14-16, 1958 


Saturday, Sunday, April 12, 13 
College Board of Representatives 

Sunday, April 13, 7:00 p.m. Registration 

Monday, April 14, 8:30 p.m. Open Meetings of all 
College Standing Committees. 

Tuesday, April 15, 4:00 p.m. College Annual 
Meeting 
7:30 p.m. Annual Dinner of the College 

Monday, Tuesday and Wednesday 
9-12 am.; 2-5 pm. Scientific Sessions with 
25 Speakers. 

Live Demonstrations of special interest to general 
practitioners have been arranged for the exhi- 
bition floor. 

Health Examination for attending doctors to pro- 
vide a medical check-up for general physicians 
themselves. 

Medical Films selected for interest to family prac- 
titioners, to be shown in fi:m salon daily from 
9 a.m. to 5 p.m. 

30 Scientific Exhibits from across the continent: 
dealing with major aspects of general practice. 

Over 70 Technical Exhibits by Canadian pharma- 
ceutical houses, medical suppliers and services. 

A Full Program for doctors’ wives during the three 
days of sessions. 


FOR FURTHER INFORMATION 
Contact the College offices, 176 George St., Toronto, 
Ont., or the following Committee Chairmen: 
Arrangements — Dr. A. J. Winestock, 1835 Portage 
Ave., St. James, Man. 

Exhibits — Dr. J. H. Wiebe, 714 Boyd Building, 
Winnipeg. 

Housing — Dr. A. G. Henderson, 201 Mandeville 
St., St. James, Man. 

Ladies Entertainment — Mrs. A. J. Winestock, 1835 
Portage Ave., St. James, Man. 

Physical Examinations — Dr. R. A. Jacques, 343 
Tache St., St. Boniface, Man. 

Program — Dr. A. T. Gowron, 385 River Avenue, 
Winnipeg. 

Publicity — Dr. M. Avren, 102 Osborne Medical 
Bldg., Winnipeg. 

Registration — Dr. R. O. Flett, 632 Medical Arts 

Blidg., Winnipeg. 
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TACE 


(chlorotrianisene) 


for 
menopausal 


relief with one 
course 


Symptomatic relief is seen promptly’ after initial therapy begins. Months** 
of “striking’”* menopausal relief results in most cases after a single 30-day 
course of TACE therapy. Because TACE is uniquely stored in body fat’... 
the menopause is smoother... the important “feeling of well-being”** is 
restored ... symptoms recur less frequently than with other estrogens.** There 
is less withdrawal bleeding with TacE.'* Dosage: 2 caps. daily for thirty days. 


1 hull, R. B.: Obst. & Gynec. 3:201, 1964. 2. Ausman, D. C.: Wisc, M. J. 63:322, 1954. 3. Edwards, 
8. E.: J. indiana M. A, 47:860, 1964. 4. Ivory, H. &.: J. M. Soc. New Jersey 51:273, 1964. 


{ 
‘ 
(¥) MEGISTERED TRADEMARK: TACE I 
THE WM. MERRELL COMPANY 
New York ST. THOMAS, ONTARIO Cincinnati erre 
Another Exciusive Product of Original Merreli Research SINCE 1828 
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Association Page 


Report on Meeting of Committee on 
Economics, C.M.A., Toronto, 
November 28 and 29, 1957 


Business Arising From Minutes 


A D.V.A. Fee Schedules 

Following the recommendations of General 
Council, C.M.A. at Edmonton in June, it was agreed 
by the Minister of Health that the D.V.A. fee 
schedule would be replaced by individual divisional 
fee schedules. In this matter Treasury Board ad- 
vised payments on divisional schedules for medical 
services to D.V.A. personnel would be 90% only 
of the schedule. The medical advisory committee 
of C.M.A. has continued to press the principle of 
100% payment upon the Minister and have advised 
him the reduction is accepted only under protest 
and that the matter has not been terminated. This 
decision was approved by 13 of the 18 Executive 
members. No changes in divisional fee schedules 
will be accepted for 3 years. | 

At the Economics Committee meeting the 
majority accepted a “status quo” situation but 
recommended the Executive press for 100% pay- 
ment of fees. The representatives of the Maritime 
provinces were especially distressed 2s the fee 
tariffs of those areas are substantially lower than 
elsewhere, therefore the 10% reduction will be 
important in matters of income. 

B Relative Value Fee Study 

This matter was presented by Mr. B. E. Freamo, 
who is Assistant Secretary of the C.M.A. with 
special reference to economics. He stated that a 
special Committee had been set up by the Execu- 
tive Council of C.M.A. (Drs. Dawson, Thompson 
and Klatz) which had met with the secretariat of 
the C.M.A. including Mr. Freamo. 

This committee determined that a true relative 
value study would compare all _ procedures 
using standard criteria and the resulting unit 
values would reflect differences in responsibilities 
involved. 

The committee decided that the required 
approach would necessitate one of the following 
arrangements: 

1. A management consultant study. 

2. A study undertaken by the Department of 
Mathematics at a University acting in cooperation 
with the profession. 

3. A study undertaken by committee of our 
own members using the tools and methods of 
management engineers and having available 
to them management engineers in a consulting 
capacity. 

It was considered that the first and second 
arrangements wauld entail very heavy costs and 


Reported by M. T. Macfarland, M.D. 


would still require a substantial contribution in 
committee time. The committee, therefore con- 
sidered the third method to be the best approach. 
The committee has envisaged the following: 

1. The services of Mr. Freamo would be used 
to the maximum to prepare information and gather 
data on the tools and methods which would be 
used. 

2. A committee of Methodology would be set 
up and composed of University staff members as 
well as practitioners familiar with clinical practice. 
This committee would: 

(a) Study the material assembled by Mr. 
Freamo. 

(b) Develop and assess the factors, standards 
and weights. 

(c) Indoctrinate specialist and General Practice 
study committees in the application of these factors. 

(d) Call on management engineers for consul- 
tation only. 

The Committee of Methodology would be com- 
posed of five members including the Chairman and 
could be located either in a Division in its entirety 
or in a localized area under C.M.A. supervision 
and with C.M.A. secretarial assistance. The Com- 
mittee should receive an honorarium of $50.00 a 
day plus expenses. It is considered ten meetings 
would be required to develop methodology. Sub- 
sequent to the work of the study committees this 
committee would correlate the units of all study 
committees one with the other. 

3. Study Committees—Ten small committees of 
various specialties drawn from across the country 
would be required to implement the methods de- 
veloped and apply them to all variety of calls, 
opinions and procedures within a specialty. The 
resulting unit determination would be referred 
back to the Committee on Methodology. 

4. After final determination by the Committee 
on Methodology results would be applied to two 
or more years records of the pre paid plans. 

It is estimated the time required to complete 
the study may be two years and the cost 
tentatively is set at $24,000.00. Following this a 
continuing study to review procedure would be 
required. 

C Bureau of Medical Economics 

1. This bureau which is now established has 
had as its first test the launching of the C.M.A. 
Pension Plan which is regarded as one of the best 
methods of saving available to doctors. 

2. The relative value fee schedule is its next 
important undertaking. 

3. Establishment of inter-divisional communi- 
cations for the dissemination across the country 
of information arising from provincial interest and 
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NO KNOWN CONTRAINDICATIONS 


permits high dosage, 


more effective diuresis in more patients 


The low incidence of side action with 
Rolicton (brand of amisometradine) per- 
mits high dosage, extending the range of 
effective diuresis to a greater number of 
patients than was previously possible. 

Laboratory studies demonstrate that 
Searle’s new oral diuretic, Rolicton, 
causes positive diuresis with an essen- 
tially balanced excretion of water, sodium 
and chlorides. 

Settel' studied the effect of Rolicton 
in forty-seven patients and found no 
serious side effects. Assali, who observed 
the action of Rolicton in five patients 
with severe toxemia of pregnancy, states? 
that side actions are essentially non- 
existent. Side actions of such low inci- 
dence, together with its diuretic efficacy, 
suggest a high order of usefulness for 
Rolicton. 

One tablet of Rolicton, b.i.d., is usually 
adequate to maintain patients free of 
edema after the first day’s dosage of four 
tablets. Some patients respond well to 
one tablet daily. G. D. Searle & Co., 
Chicago 80, Illinois. Research in the 
Service of Medicine. 


1. Settel, E.: Rolicton® (Aminoisometradine),a 
New, Nonmercurial Diuretic, Postgrad. Med. 
21:186 (Feb.) 1957. 

2. Assali, N. S.: Personal communication, May 
28, 1956. 


ae £2. 
G. D. SEARLE & CO. OF CANADA LTD., 247 QUEEN ST., E., BRAMPTON, ONT. | 
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problem. The bureau will welcome suggestions 
as to methods for this purpose. 

4. Development of subjects for future programs 
by the bureau for consideration by the C.M.A. 
committees, e.g., 

Methods and recommendations for the care 
of indigents; deterrents for hospital and medical 
services, etc. would be subjects for the Economics 
committee and are presently under consideration 
in Manitoba. 

D Universal Hospital Care 

Dr. A. D. Kelly described a meeting between 
the Advisory Committee, C.M.A. and the Minister 
of Health, Mr. Monteith, for consideration of 
Bill 320 which has been passed by Parliament 
unanimously. The doctors stressed differences be- 
tween hospital and professional service and it was 
realized the Act would require amendments to 
clarify the distinctions made concerning radio- 
logical and pathological services. The Minister 
suggested that these distinctions could be made in 
the regulations which will be drawn up pertaining 
to the Act and specific information in letter form 
has been placed in Mr. Monteith’s hands. 

Information was forthcoming also on the brief 
concerning hospital coverage upon medical edu- 
cation. This had been presented from the Associa- 
tion of Canadian Medical Colleges on November 12. 
The brief stresses the need for agreements and 
regulations assuring that every school of medicine 
shall have proper teaching units or beds under its 
control, that complete out-patient departments for 
teaching purposes will be provided in university 
teaching hospitals. Emphasis was placed upon 
proper financial support for medical education and 
research, in the teaching hospitals. 

These and other related natters were included 
in this document presented by the medical schools 
to Mr. Monteith. It is a pleasure to observe the 
authorities in the schools taking measures to pro- 
tect their interests and assure proper teaching 
arrangements. 

A report from all Divisions indicated progress 
had occurred in the reaction of the Provincial 
Government towards accepting universal hospital 
proposals with some provinces seeking additional 
benefits, e.g., assistance in the care of tuberculous 
and mental patients. 

Dr. Kelly completed the discussion of this 
subject by describing a meeting between the Prime 
Minister, Mr. Diefenbaker, Dr. Morley Woung, 
President, C.M.A., Dr. Gosse, Chairman of Council, 
C.M.A. and Dr. Kelly. The discussions concerned 
the foregoing and the doctors felt convinced the 
interests of the profession and the public would 
receive proper consideration at the hands of the 
Government. 

E A committee under Dr. C. B. Stewart of 
Nova Scotia has been established to study the 
possibility of producing an overall plan regarding 
medical services. This would be the official scheme 
of the profession in the event government should 


ever see fit to introduce legislation affecting medi- 
cal services in the nation. 

F The pre-paid plans instituted by the 
profession meeting in T.C.M.P. are becoming in- 
creasingly engaged in providing contracts for 
national bodies. As a variety of contracts, both 
comprehensive and indemnity, are envisaged, 
policy must be established by the profession to 
determine its advice to their plans. Thus in Mani- 
toba we have established comprehensive coverage 
within certain limits. In Manitoba it must be 
decided if indemnity plans are to be offered by 
Manitoba Medical Service. This matter will be 
studied by each division. 

G (a) Methods of Arbitration and Negotiation with 
Government 

A possible field for disagreement could be 
a government sponsored medical insurance plan. 
Presently there is an advisory committee to the 
Minister of Health. It is a standing committee of 
C.M.A. with tenure of office limited to one year 
and with power to add to its membership for 
specific purposes. It is now known that legally 
it cannot represent and act for the profession in 
matters requiring arbitration and negotiation, e.g., 
with government. Thus this committee falls short 
of the type of representation for the profession 
advocated at the Annual Meeting in June by the 
Manitoba Division (see Transactions of Annual 
Meeting in Edmonton). However, as the Economics 
Committee at C.M.A. level did not possess legal 
and technical information regarding the right of 
C.M.A. to act for its members the committee 
deferred judgment upon the establishment of a 
negotiating body with legal qualifications until 
such information becomes available. This is pro- 
mised to be forthcoming in the near future. 

(b) Standardized Insurance Forms 

Work on this project goes forward and progress 
is being made. 

(c) A Special Issue of C.M.A.J. 

A special issue of C.M.A.J. devoted to health 
insurance was approved and suggestions for its 
subject matter discussed with the editor, Dr. Gilder. 

New business included presentation by Mani- 
toba of the problem of whether a practitioner 
should receive from the hospital a fee-for-service 
rendered in the interpretation of X-ray films when 
no opportunity for consultation with a radiologist 
is possible. The matter was not decided, the 
remainder of the committee being interested to 
learn what decision Manitoba may reach. 


Income Tax 
Accurate information concerning Income Tax 
usually appears in the Canadian Medical Associa- 
tion Journal. Members are advised to consult the 
pages of that publication or to contact the officer 
in charge of professional accounts at the local 
income tax office. 
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tripal comes closest to 


general-purpose antacid 


é Tripal (Triple Precipitate) exhibits 
a powerful buffer effect in association 

with a straightforward neutralizing action. - 
} Co-precipitation of the three components retains 
| in solid form the activity of Aluminium Hydroxide Gel. 
| The mildly constipating action of Calcium Carbonate. 
_ and Aluminium Hydroxide is balanced against the - 
laxative action of Magnesium Carbonate. 


Each 15 grain TRIPAL tablet contains: nA | 
"Magnesium Carbonate 

Calcium Carbonate a 

Dried Aluminium HydroxideGel. 


Samples and Literature on request. 
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Manitoba Medical Service 


Dear Doctor: 

Extra Billing to Above-Income Subscribers 

The Board has adopted a recommendation of 
Manitoba Medical Association that extra fees be 
decontrolled in cases where a doctor wishes to 
extra bill subscribers with incomes in excess of 
$10,000.00 per year in the standard group or non- 
group contracts. 


If you will please refer to the M.M.S. manual, 
page F2 III under (2), you will notice two para- 
graphs dealing with fee charges. In paragraph 
two of 2, please delete the words “the amount 
of which shall not exceed 50% of the Manitoba 
Medical Service fee tariff rate for the services 
rendered.” 


We are conveying this information to the public 
by: (1) newspaper ad in the Winnipeg Tribune of 
26 December, in the Free Press 28 December; (2) a 
bulletin to group agents; (3) a notice to subscribers 
with their utilization statements. 


There is an ‘important exception to this ruling. 
In the case of Railway employees covered under 
their national plan for health and welfare, there 
is a binding contract which cannot be re-negotiated 
at present. For patients with Plan Codes 61 to 66 
inclusive on their identification cards, the decontrol 
should not be applied. 


Yours sincerely, 
Dr. J. C. MacMaster, 
Executive Director. 


Pilot Consultation Service in Manitoba 


Reproduced from News Letter Vol. 6, No. 4 
Nov. 19, published by C.A.R.S. 


The Manitoba Division reports the establishment 
of travelling consultation services for rural areas 
on a trial basis. Object of the service is to make 
available to general practitioners specialist con- 
sultation with respect to problem cases of arthritis 
and other rheumatic diseases. Approved by the 
Manitoba Medical Association and financed through 
the Federal General Public Health Grant, the first 
communities to receive this service were Portage 
la Prairie, Minnedosa and Neepawa, Brandon, 
Killarney and Boissevain, and Selkirk. 


Consultation is available only to patients re- 
ferred by their own doctors and consultative clinics 
have been held in premises provided by local 
hospitals. The project will be evaluated during 
the next few months and if successful, efforts will 
be made to extend the scope of its operation during 
the coming year. 


National Hospital Insurance 


A brief on the subject of National Hospital 
Insurance and its relation to Canadian Medical 
Education, prepared for submission to the Honour- 
able the Minister of National Health and Welfare, 
from the Association of Canadian Medical Colleges, 
November 12, 1957. 

A significant step in the implementation of a 
National Hospital Insurance Plan was taken by 
the Canadian Parliament with the approval of Bill 
320 on April 10, 1957. This Act authorizes the 
Government of Canada to assist the provinces in 
providing hospital Insurance and Laboratory and 
other services in aid of diagnosis. 

The Association of Canadian Medical Colleges, 
comprising the Deans and other administrative 
officers of all twelve Canadian Medical Schools, 
welcomes the action of the Government in thus 
extending the benefits of hospital care to all 
Canadian citizens who need it. 


Nevertheless, the Association recognizes that 
there may be certain dangers, as well as opportuni- 
ties for improvement, involved in changing the 
system of providing hospital services. The As- 
sociation therefore begs leave to present to the 
Honourable the Minister of National Health and 
Welfare the following observations and suggestions. 


The goal of the hospital insurance plan is to 
rmake hospital services of the highest quality avail- 
able to all citizens. In removing the economic 
barrier, it is important that no action be taken that 
would inadvertently lower the quality of the 
several services which a hospital performs. The 
primary, although not the sole function of a 
hospital is to serve as a centre in which the patient 
receives the benefit of the most modern medical 
knowledge and techniques for the diagnosis and 
treatment of illness. The Act makes adequate 
provision not only for maintaining but extending 
the scope of this function. However, a modern 
hospital also services other purposes which are 
important to the community and nation, and are 
vital to the long-term progress of medicine and 
even to maintain present standards. 


These additional functions include: 

(1) Medical and nursing education and the 
training of other personnel for hospital and health 
services. 

(2) Medical research and clinical investigation. 

(3) Community health services such as out- 
patient clinics for the prevention, diagnosis, and 
treatment of disease. 

The high standards of Canadian medicine in 
the last half century are in considerable measure 
due to the efforts of men and women who are 
graduates of Canadian medical schools. The im- 
portance of bedside teaching was emphasized by 
a great Canadian, Sir William Osler. He said in 
speaking of teaching at the clinical level, “In what 
may be called the natural way of teaching, the 
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student begins with the patient and ends with the 
patient, using books and lectures as tools, as means 
to an end.” This statement is as true today as 
when he wrote it at the height of his career as a 
great teacher of medicine. Indeed, clinical teaching 
is based on the close association of great hospitals 
with our medical schools. The patients on the 
teaching wards, while enjoying exemplary treat- 
ment are at the same time available for teaching 
and investigation under the direction of expert 
physician-teachers who are selected by the Uni- 
versity and the Hospital. 

It is also essential to medical education that the 
university teaching hospital maintain a complete 
out-patient department giving exemplary service 
and providing teaching experience for medical 
students and doctors. It is in such a setting that 
students will encounter conditions which most 
closely resemble the practice of medicine as they 
will see it in later years. 

There is some evidence that nation - wide 
hospital insurance may disturb this system of 
clinical instruction. Indeed, in some provinces 
where hospital insurance has been in force and 
where there has been no long tradition of medical 
teaching there is already some difficulty in secur- 
ing sufficient numbers and variety of patients to 
enable the schools to carry out a satisfactory 
teaching program. There seems no doubt that a 
universal system of hospital insurance is in the 
interest of the Canadian people. It is just as 
certain, that if it is to be successful, a continuing 
supply of well-educated doctors will be required 
and the majority of them should come from 
Canadian schools. 

The Association of Canadian Medical Colleges, 
feeling that it is essential to maintain the high 
quality of medical education in Canada, respect- 
fully recommends as follows: 

1. That in the framing of legislation, agreements 
and regulations governing hospital insurance, there 
should be safe-guards to assure that every school 
of medicine shall have hospital teaching units with 
a sufficient number of beds that are controlled by 
the Faculty of Medicine. Ten beds for each student 
in the senior class is recommended as a minimum. 

2. That a complete out-patient service offering 
diagnosis and treatment services be provided in 
university teaching hospitals. Good out-patient 
facilities now exist in some schools and it is es- 
sential that nothing be introduced in the new 
legislation and regulations which would reduce the 
number of patients seeking advice, or the quality 
of services provided ‘at these clinics, or interfere 


with the hospital’s ability to finance such services. 
Indeed it is of vital importance to medical educa- 
tion that regulations be framed in such a way that 
it will be possible to bring the out-patient services 
of all teaching hospitals up to the required 
standard. Our interpretation of Section 5/2/A of 
Bill 320 has given rise to some concern as to 
whether the objectives noted above can be achieved 
under this legislation. 

3. That governments recognize the absolute 
necessity of having teaching units in university 
hospitals. Such units are staffed by qualified, 
skilled teacher-physicians appointed on the one 
hand by the university as teachers, and by joint 
agreement with the hospital as physicians respon- 
sible for the exemplary treatment of the patients. 
The director of the services must assume responsi- 
bility for both the quality of teaching in the unit 
and the treatment of the patient. Patient care is 
based on the principle of carefully graduated 
responsibility with individual patients assigned, 
under supervision, to medical students, physicians 
in advanced training and junior staff members in 
accord with their capabilities. Such teaching units 
provide the highest standard of treatment for the 
patient while at the same time providing the best 
opportunities for learning. 

4. That in the setting of daily rates for hospital 
care under an insurance plan, it should be recog- 
nized that such teaching units will have higher 
costs per patient-day than non-teaching units. 

5. That in those instances where new units or 
additions to existing teaching hospitals are being 
planned, the number of beds that are required in 
the university teaching hospital should not be 
determined on local needs alone, because such a 
centre will provide specialist and consulting ser- 
vices for a much larger area than the immediate 
community. 

6. That where new teaching hospitals or 
additions to existing teaching hospitals are being 
planned, larger Federal government grants should 
be made available to provide for both out-patient 
and in-patient facilities. 

The members of this association wish to assure 
the Federal Government of Canada that they will 
be glad to offer any assistance to the officers of 
the Department of the National Health and Welfare 
in discussion of any of the matters that are raised 
in this brief, and further, that as individual mem- 
bers they will stand ready to assist in any way 
possible in the framing of provincial regulations 
insofar as such regulations may affect the future 
of Medical Education. 


woke 
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The ability to transform your 
prescription into a masterpiece of 
scientific proportions, has been 
instrumental in creating the 
utmost in satisfactory relations 
between the Eye Physician, the 
Patient and Ourselves. 


@ Your prescriptions are fabri- 
cated to exacting specifications 
by skilled artisans with the most 
modern of scientific instruments. 


@ Patients appreciate the friendly 
service rendered and our reason- 
able charges. 


@ We, at all times, maintain the 
ethical principies of the medical 
profession. 


Our large and varied assortment of Frames 
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patients. 


MALLON 
OPTICAL 


(Jack Mallon) 
405 Graham Avenue Winnipeg 1 
Opposite Medical Arts Building 
Phone WH 2-7118 


34, 
— 
‘ 
A 


February, 1958] 


The Manitoba Medical Review 125 


Social News 
Reported by K. Borthwick-Leslie, M.D. 


“Never in Canada has any Doctor made a greater 
contribution to a community !!” 

So the whole town, district, and neighboring 
communities paid tribute to Dr. Harry Waldon of 
Vita, Man., when they tearfully said goodbye on 
the eve of his retirement after thirty-one years 
of faithful, conscientious, understanding, scientific 
medical and surgical care. Those of us who know 
Harry and Mrs. Waldon well, can appreciate the 
sense of loss the community is expressing — they 
both dedicated their lives to the welfare of the 
district, and I sincerely hope they are happy and 
healthy in whatever new, less strenuous life they 
have chosen. 

The reopening of the hospital in Vita with a 
new nursing staff will add greatly to the peace of 
mind of Dr. Waldon as he leaves his beloved flock. 


Congratulations to Dr. James Morison, Winnipeg 
Deputy Health Officer who has become Canada’s 
first winner of a scholarship from the National 
Council of Jewish Women of Canada. 

The scholarship in Geriatrics will allow Dr. 
Morison a fortnight of concentrated study in Great 
Britain. Now if someone will only organize a 
“pool” in aid of Morison, he will be able to enjoy 
the trip as well. 


Dr. Maxwell Rady has been named chairman of 
the board of Maimonides College in Winnipeg. 
Plans are in progress, of eventually affiliating the 
college with the University of Manitoba, with 
degrees in Hebrew education. 


The Winnipeg Clinic announces appointments 
to the staff of: 

Arthur W. Anhalt, M.D., practice limited to 
Dermatology — and 

Bernhard Fast, M.D., F.R.C.P.(C) in the Dept. 
of Internal Medicine. 


The organization of the Children’s Hospital as 
a centre of training for handicapped well children 
as described by Dr. Harry Medovy, I find very 
interesting, and hope the profession at large will 
be kept informed of progress, so we can cooperate 
and make use of such an excellent project. 


We pay homage to the memory of Dr. Elizabeth 
B. Matheson who died in San Antonio, Texas. 
Dr. Matheson graduated from the Women’s Medical 
College, Toronto in 1898 and in 1948 was honored 
by the U. of T. convocation, celebrating their 50th 


Anniversary. Dr. Matheson will be remembered 
by us as doing excellent work as Medical Inspector 
of public schools for 23 years prior to her retire- 
ment in 1941, but she will always be remembered 
and loved by the community of Onion Lake, Sask., 
where she and her husband, Rev. John Matheson 
were the pioneer white residents in what was then 
the North West Territories and home of the Cree 
Indians. Dr. Matheson, realizing the necessity, 
took her medical training after marriage and for 
years was the only doctor in a 100 mile radius, 
coping with epidemics of small pox, diphtheria, etc., 
and untold difficulties of travel and environment. 

Following a funeral service in San Antonio, Dr. 
Matheson was taken home to Onion Lake to her 
last resting place. 


Drs. Gordon and Patricia Cumming announce 
the arrival of Mary Ann Elizabeth, at the Cleve- 
land Clinic, January 4, 1958. Baby sister for Bill 
and Joann. 


Dr. and Mrs. Wm. Maclean announce the arrival 
of Keith Alexander, Jan. 11, 1958. 


Dr. and Mrs. A. H. Morrish, Oxford, Eng., 
formerly of Winnipeg, report the birth of their son 
Jan. 19, 1958. 


Dr. and Mrs. Ian Morrow welcome their son, 
Geoffrey Charles, Jan. 18, 1958. 


Dr. and Mrs. K. J. Woodman (nee Norma 
Barton) announce the birth of David John, Jan. 
11, 1958, in La Verendrye Hospital, Fort Frances, 
Ont. 


Dr. and Mrs. Fletcher Baragar announce the 
arrival of Anne Louise, Jan. 28, 1958, baby sister 
for David. 


+ 


The General Practitioners’ Association of Mani- 
toba announce the social event of the year — St. 
Valentine’s Dinner and Dance — Saturday, Feb. 
15th, 1958— at the Royal Alexandra Hotel. The 
committee in charge have given birth to numerous 
ideas apropos of fun — Let’s all attend and enjoy 
them !! 
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@hituaries 


Dr. Frederick Wilbur Jackson 

One of the ablest and most widely known civil 
servants which Manitoba has sent to the Federal 
government, Dr. Frederick Wilbur Jackson, 69, 
died on January 10. Born in Stonewall, the son of 
a prominent merchant and legislator, he was 
educated in his home town and in Winnipeg, 
graduating in medicine in 1912. He practised in 
Wawanesa until a serious accident precluded 
general practice, and on the advice of Dr. D. A. 
Stewart he turned to public health. He received 
his diploma in 1929 from the University of Toronto 
and became deputy minister of health in Manitoba 
and secretary of the Manitoba Medical Association. 
From 1948 to 1950 he was on loan to the federal 
government then joined the permanent staff of the 
Department of National Health and Welfare where 
he developed the application and operation of 
federal health grants. From 1954 to 1956 he was 
director of health services until he retired. 

In 1956 he was the first Canadian recipient of the 
Sedgwick Memorial Medal for “distinguished 
service in public health.” In 1950 he was awarded 
the gold medal of the Professional Institute of the 
Civil Service of Canada and in 1941 was one of 
four Canadian physicians to receive honorary 
membership in the Association of Military Sur- 
geons of the United States. He held the King 
George V Silver Jubilee Medal and the King 
George VI Coronation Medal for meritorious civil 
service. He was President of the Canadian Public 
Health Association. 

He is survived by his widow, two sons and a 
daughter. 


Dr. Clive Neilson 

Dr. Clive Neilson, 57, died December 28. Born 
in Kenora, Ontario, he came to Winnipeg as a child, 
and graduated in Medicine from the University of 
Manitoba in 1928. He practised in Winnipeg as a 
general practitioner and anaesthetist. 

He was an outstanding athlete and from 1916 
to 1928 had few equals in track and field. In 1924 
he was the Canadian decathlon champion and he 
also played football and baseball. For many years 
he was examining physician for the Manitoba 
Boxing and Wrestling Commission. 

He was active in the Y.M.C.A. and Masonic 
organizations; a past.president of the Native Sons 
of Canada and a member of the Manitoba Pipers 
Association. 

His wife and three daughters survive him. 


Dr. Ernest Samuel Moorhead 

Dr. Ernest Samuel Moorhead, 81, died suddenly 
on December 22. Born in Dalkey County, Ireland, 
he received his degree in medicine from Trinity 
College, Dublin in 1901 and came to Canada in that 
year to practice in Winnipeg. In the First World 
War he served overseas as medical officer of the 
189th Brigade Field Artillery. 

For thirty-five years he was C.P.R. surgeon. 
In 1924 he was president of the Winnipeg Medical 
Society when the first Gordon Bell Memorial lec- 
ture was delivered by Dr. J. B. Collip. He served 
on the honorary attending staff of the Children’s 
and Winnipeg General Hospitals and was associate 
professor of medicine in Manitoba Medical College. 

Always interested in social medicine he was 
chairman of the Welfare Supervision Board and 
first secretary of the Manitoba Hospital Service 
Association. During the depression years he was 
chairman of the board which set up the Winnipeg 
Unemployed Medical Relief Plan and subsequently 
he supervised the medical aspects of the scheme. 
Later he helped to set up the Winnipeg Firefighters 
Medical scheme which was a forerunner of the 
Manitoba Medical Service. The Manitoba Medical 
Association set up a Sociology Committee with Dr. 
Moorhead as Chairman. The recommendations of 
this committee set up the framework for Manitoba 
Medical Service. For four years Dr. Moorhead 
was the medical director. 

He was a Master of Northern Light Lodge, A.F. 
& A.M. in 1913. 

His widow, a son, two daughters and five grand- 
children survive him. 


© 


Dr. Elizabeth Beckett Matheson 


Dr. Elizabeth Beckett Matheson, widow of the 
Rev. John R. Matheson, died in San Antonio, Texas 
on January 15, 1958. She graduated M.B. from 
Trinity College, Toronto, in 1898 and went with 
her husband, an Anglican Missionary, to the 
Indian mission at Onion Lake, Saskatchewan. 
Later she came to Winnipeg and became medical 
inspector with the late Dr. Mary Crawford, of the 
city’s school children. On her retiriement she 
made her home with a daughter in San Antonio. 
She was buried in the Anglican cemetery, Onion 
Lake, Saskatchewan. In 1948 the University of 
Toronto awarded her the honorary M.D. degree 
on the jubilee of her graduation. 


= 
= 
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Manitoba Medical Association 


Canadian Medical Association, Manitoba Division 
Executive Offices: 601 Medical Arts Building, Winnipeg 1, Man. 


1957 - 1958 Members Elected at Large 

oemperlen, President 
Ed Jo ~ ey K.I1. Johnson, Pine Falls G. F. Hamilton, Winnipeg 
F. Wie F. H. Smith, Winnipeg J.C. Menzies, Morden 
H. E. Bowles, Honorary Secretary H.C. Stevenson, Minnedosa A. R. Tanner, Winnipeg 
L. R. Rabson, Hon 
M. T. Macfarland, Executive Director 

Representatives of District Societies Representatives 
Winnipeg Medical Society: J. L. Downey, bg of Physicians and Surgeons: 
Winnipeg B. Dyma, Winnipeg; C. B. cook ‘Winnipeg 
Northwestern District: W. K. Hames, Hamiota Faculty of Medicine, University of Manitoba: 
vy 

Central District: T. W. D. Miller, Oakville Health Officers Section, Manitoba Public Health 
Northern District: M. Potoski, Dauphin Association: William Watt 
North of 53 District: H. L. McNicol, Flin Flon RW. Richard to C.M.A. Executive: 
Southern District: D. G. Irving, Crystal City K. R. i. dee, 
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Department of Health and Public Welfare 
Comparisons Communicable Diseases — Manitoba (Whites and Indians) 


Anterior Poliomyelitis -....................... 


Chickenpox ................ 


Diphtheria. 


Diarrhoea and Enteritis, under 1 year 
Diphtheria 
Dysentery—Amoebic 
Dysentery—Bacillary ......................... 
Measles—German. 
Meningococcal Meningitis ................. 


Mumps . 


Ophthalmia ‘Neonatorum ................. 
Pneumonia, 
Septic Sore Throat ................. 


Trachoma ... 


Typhoid Fever 
Typhoid Paratyphoid .. 

Typhoid Carriers ............ 
Undulant Fever ........................ 


Whooping Cougm 


Four Week Period December 1 to December 28, 1957 


DISEASES 
(White Cases Only) 
*Approximate population 


*850,000 
' Manitoba 


Anterior Poliomyelitis - 
Chickenpox 57 
Diarrhoea and Enteritis, under lyr. 7 
Diphtheria Carriers 
Diphtheria eS 3 
Dysentery—Amoebic 
Dysentery—Bacillary 
Encephalitis, Epidemic 
Erysipelas 
Influenza 
Jaundice, Infectious — 
Measles 
German Measles 
Meningitis Meningococcal 
Mumps 
Psittacosis 
Puerperal Fever 
Scarlet Fever - 
Septic Sore Throat 
Smallpox 
Tetanus __ 
Trachoma 
Tuberculosis _ 
Typhoid Fever 
Undulant Fever is 
Whooping Cough 
Gonorrhoea 114 
Syphilis _ 


S 


1957 1956 Total 
De v.4to Jan.1to Jan. 1 to 

Des. 28°57 Nov. 30.57 Des. 1,56 Dec. 28,57 Dec. 29,’56 

Hak 3 9 
57 49 152 200 900 1,248 
3 2 2 17 27 48 
7 18 ll 202 162 
5 ee 8 22 10 
3 2 1 59 16 
ml ae: 1 2 12 15 
1 1 caus 8 8 
580 19,373 5 6 28,922 103 
59 5 39 54 605 400 
217 245 294 193 3,905 1,750 
1 5 99 171 

1 2 20 
20 13 126 156 559 1,350 
9 18 12 15 117 160 
2 =a 4 6 15 25 
5 
32 62 sees 32 539 647 

1 
‘ 4 
2 1 14 25 128 386 
114 88 94 128 1,200 1,332 
4 2 10 10 


oN} Saskatchewan 


8 *5,404,665 
Ontario 


{These figures were not given on their reports. 


DEATHS FROM REPORTABLE DISEASES 
December, 1957 


Urban—Cancer, 71; Diarrhoea and Enteritis, 1; Influenza, 3; 
Pneumonia, Lobar (490), 4; Pneumonias (other forms), 
29; Septicaemia and Pyaemia, 3; Syphilis, 1; Tubercu- 
losis, 2. Other deaths under 1 year, 22. Other deaths 
over 1 year, 306. Stillbirths, 22. Total, 464. 


Rural — Cancer, 30; Diarrhoea and Enteritis, 1; Influenza, 
17; Pneumonia, Lobar (490), 1; Pneumonias (other forms), 
9; Tuberculosis, 2; Rubella (German Measles), 1. Other 
deaths under 1 year, 23. Other deaths over 1 year, 222. 
Stillbirths, 10. Total, 316. 


Indians—Influenza, 1; Pneumonias (other forms), 2. Other 
deaths under 1 year, 3. Other deaths over 1 year, 8. 
Total, 14. 


Diphtheria—All three cases are from Portage la Prairie but 
no new cases have been reported for over a month. 
Nine carriers still have positive nasal swabs after treat- 
ment with penicillin. At present erythromycin cream 
is being used and it is hoped this will clear up the 
condition, also advocated for this is inhalation of 33% 
sulfathiozole in magnesium carbonate to be taken six 
times daily. 


Syphilis—Ten years ago the average age of reported cases 
was 29 years. For the last few years it has been an 
average of 46 years of age and these are mainly tertiary 
cases. It is hoped we are now catching up on the older 
cases since not many primaries are seen. 


8 
= 
DISEASES 
Tetanus 
g 
* 
3 
1 
133 
78 10 
| 19 10 > 
1 
1 4 
10 
3 4 
27 
8 | 14 
22 70 86 : 
1 1 
106 16 
7 107 + 
t 9 t 
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